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how much 





How much blood loss a patient can withstand depends on many 
factors. However, the wisdom of holding blood loss to a minimum 
is generally accepted. 

Preoperative Adrenosem helps preserve every precious drop of 
blood and lessens the need for transfusions, both during and after 
surgery. It provides a clearer operative field, facilitating the pro- 
cedure and shortening operating time. Postoperatively, Adrenosem 
reduces seepage and oozing.t 

Adrenosem’s high index of safety, with no contraindications at 
recommended dosage levels, establishes it as a standard preventive 
measure in any procedure where bleeding may present a problem. 
{Bibliography and detailed literature available on request. 


-too much’) 





SUPPLIED: 
AMPULS 5 mg., 1 cc.: packages of 5 and 100 
10 mg., 2 cc.: packages of 5 
TABLETS 1 mg. (s.c. orange): bottles of 50 
2.5 mg. (S.c. yellow): bottles of 50 
SYRUP 2.5 mg. to each 5 cc. (1 teaspoonful): 4 oz. bottles 


drenosem* 


SALICYLATE 
(Brand of carbazochrome salicylate) 
controls capillary bleeding 
*U.S. Pat. Nos. 2581850, 2506294 


THE S. E. MI assENGILL COMPANY, Bristol, Tennessee » New York + Kansas City « San Francisco 








"We like the 
dependable, 


flexible service 


our 


equipment gives’’ 


Lasell Junior College 
Auburndale, Massachusetts 


“‘We’ve always used Gas, and we’ve always 
been more than happy with the results,” 
say Chef E. K. Turner and Dietitian Miss 
Elizabeth Smith of Lasell Junior College. 
Gas helps the chef prepare the tasty, appe- 
tizing food students write home about be- 
cause Gas provides close control over cook- 
ing and baking. Gas is also clean, fast and 
dependable, with minimum maintenance. 

The modern Gas equipment Lasell Junior 
College uses includes 5 Vulcan ranges, 2 
Vulcan broilers, 2 Blodgett ovens, 3 Pitco 
fryers, 2 griddles, a baker’s stove and a Gas 
proofing closet. 

For information on how Gas can help 
you prepare quality food, call your Gas 
Company commercial specialist. He’ll be 
glad to discuss the economies and outstand- 
ing results Gas and modern Gas equipment 
provide. American Gas Association. 
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Spray 
Discomfort 


Lity 


QUALITY / RESEARCH / INTEGRITY 


Aerosol SURFACAINE” 
Safe, faster-acting topical anesthetic 


Aerosol application of Surfacaine provides almost instant relief of 
topical pain and discomfort. The mistlike spray permits fine dispersion 
of the preparation and facilitates prompt surface anesthesia. Aerosol 
therapy saves time, eliminates waste, prevents contamination, and 
obviates direct contact with affected areas. Aerosol Surfacaine is espe- 


cially useful in: 


e abrasions of the skin 
e thermal and chemical burns 
e painful external rectal and vaginal conditions 


e postsurgical wounds (especially episiotomies) 
Available in 2-ounce units. Surfacaine® (cyclomethycaine, Lilly) 


ELI LILLY AND COMPANY -° INDIANAPOLIS 6, INDIANA, U.S.A. 
061102 
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Central sterile supply was one of the tour stops when Princeton (N.J.) Hospital 
played host September 12 to members of the 1960 Hospital Study Tour arranged 
for the International Hospital Federation. The visitors from abroad also toured 23 
other hospitals on the eastern seaboard. For other photos from the day in Princeton, 
see page 45. Cover photo by Arthur Leipzig. (Credits for other photos in this issue 
are on page 130.) 
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EVERYONE 

IS HAPPIER 
WITH 

FLEET ENEMA 


because it’s as easy as T € 


Pre-lubricated, anatomi- 
cally correct 2-inch rec- 


tal tube avoids injury ; 
1. Ready to use .. . no prep- 


aration necessary... just 
remove protective cover 


Check valve regulates 
flow 


4% fl.oz. of precisely 
formulated solution pro- 
vides quick, thorough 
cleansing without pa- 
tient discomfort 


2. Easy to administer . . . by 
nurse or patient...takes less 


: than a minute... just squeeze 
% 
FLE eT bottle with one hand 


| 4 
> / | 


j 

| 

Compact squeeze bottlé | 

unit — no loose or mov- : i BE < 

ing parts ; 3. Disposable ...simply dis- 

' card unit after use... 

eliminates cleanup and 
sterilization 


. 100 cc. contains: 16 Gm. so- 
FLEET EN FMA dium biphosphate and 6 Gm. 
READY-TO-USE SQUEEZE BoTTLE | SOdium phosphate in 4/2- 


ie fl.oz. squeeze bottle. Pediatric 
C.B. FLEET CO.,INC.Lynchburg,Va. 4% ) 
ritsta et aeries crore: abe size, 2% fl.oz. Also available: 


Fleet Oil Retention Enema, 
4%4-fl.oz. ready-to-use unit 
containing Mineral Oil U.S.P. 
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Culture plate with heavy growth of 
Staphylococcus aureus. Zone of com- 
plete inhibition produced by placing 
on plate a paper letter “Z”’ which had 
been dipped into Zephiran Chloride 
aqueous solution 1:1000. 





(BRAND OF REFINED BENZALKONIUM CHLORIDE) 


* 
; CHLORIDE 


kills resistant STAPHylococci in seconds 


uithnop LABORATORIES / New York 18, N. Y. 











SCHUCO MEDIeSPRAYS ARE ALSO AVAILABLE IN 
NEW 5 & 7 UNIT HOSPITAL KITS... INCLUDES FREE 
METAL RACK FOR DESK, WALL OR PORTABLE USE!! 


sCHUCO 
SCHUCO INDUSTRIES 
Division Of SCHUELER & COMPANY 
75 Cliff St., New York 38, N. Y. 
© Please Rush Complete Literature And Prices On Entire 
Schuco MEDIeSPRAY Line. 
© I Would Like A Free Demonstration. 


Bill Through Dealer (Name) 





Name 
Addr 
City. Zone 
Ordered By Title 























hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 
1961 


Feb. 1-2—Midyear Conference of Presidents and Secretaries. 
Chicago (AHA Headquarters) 
Sept. 25-28—63rd Annual Meeting, Atlantic City (Convention Hall) 


MEETING AND INSTITUTE 
CALENDAR 
THROUGH APRIL 1961 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


NOVEMBER 


3-4 Oklahoma Hospital Association, Oklahoma City (Skirvin 
Hotel) 

-1] Hospital Purchasing, Chicago (AHA Headquarters) 

-11 Hospital Housekeeping (Advancedj, New York (Sheraton- 
Atlantic Hotel) 

Physical Therapists, Los Angeles (Ambassador Hotel) 
10-11 Kansas Hospital Association, Wichita (Broadview Hotel) 
10-11 Virginia Hospital Association, Roanoke (Hotel Roanoke) 
14-17 Nursing Service Supervision, Salt Lake City (Hotel Utah 
and Motor Lodge) 
14-18 American Occupational Therapy Association, Los Angeles 
(Statler-Hilton Hotel) 
16-18 Missouri Hospital Association, Kansas City (Hotel President) 
16-19 National Association for Mental Health, Denver (Denver- 
Hilton Hotel) 
17-18 Arizona Hospital Association, Tucson (Hiway House) 
17-18 Minnesota Hospital Association, St. Paul (St. Paul Hotel) 
21-22 Credits and Collections, Chicago (AHA Headquarters) 

28 American Society of Oral Surgeons, Third Conference on 
Graduate Education in Oral Surgery, Chicago (AHA Head- 
quarters) 

28-Dec. 1 American Medical Association, Clinical Meeting, Wash- 
ington, D.C. (Park-Sheraton Hotel) 

29-Dec. 1 Hospital Dental Service (Advanced), Chicago (AHA 
Headquarters) 


DECEMBER 


Florida Hospital Association, Miami (Everglades Hotel) 

Illinois Hospital Association, Chicago (Pick-Congress Hotel) 

Radiological Society of North America, Cincinnati (Nether- 

land-Hilton Hotel) 

— Purchasing (Advanced), San Francisco (Bellevue 
otel) 

Medical Record Librarians (Advanced), Chicago (AHA 

Headquarters) 

Nursing Service Supervision, Roanoke (Hotel Roanoke) 

Labor Relations, Chicago (AHA Headquarters) 

Hospital Design and Construction, Washington, D.C. (Park- 

Sheraton) 

American Association for the Advancement of Science, 

Philadelphia 


JANUARY 


Puerto Rico Hospital Association, Santurce (Medical Associa- 
tion Bldg.) 

19-20 Alabama Hospital Association, Montgomery (Whitley Hotel) 

23-24 National Association of Private Psychiatric Hospitals, Scotts- 
dale, Ariz. (Safari Hotel) 

30-Feb. 3 American Protestant Hospital Association, Kansas City 
(Muehlebach Hotel) 


FEBRUARY 


2-4 American College of Hospital Administrators, Fourth Annual 
Congress on Administration, Chicago (Morrison Hotel) 
4-7 American Medical Association, Congress on Medical Edu- 
cation and Licensure, Chicago (Palmer House) 
23-25 Louisiana Hospital Association, Shreveport (Captain Shreve 
Hotel) 


ee | 


(Continued on page 127) 
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balanced weave 


assures 
uniform 
































ascientifically determined ratio of 
warp (lengthwise) to woof (cross) 
threads in every ACE Bandage 
) provides a pressure pattern that— 


* guarantees even and controlled 
stretch 

¢ insures firmness under tension 

* prevents bunching 


« minimizes possibility of vein 
constriction 


BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


RUBBER ELASTIC BANDAGE - es scx sse stesrents rsotuans r18 
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officers, trustees and councils 


OF THE AMERICAN HOSPITAL 





OFFICERS 


President 

Frank 8. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn 

President-Elect 

Jack Masur, M.D., Clinical Center, National Institutes 
of Health, Bethesda 14, Md. 

Immediate Past President 


Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


Treasurer 


John N. Hatfield, Passavant Memorial Hospital, Chicago 
il 


Executive Vice President 

Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 

Secretary 

Maurice J. Norby, 840 North Lake Shore Drive, 
Chicago 11 

Assistant Secretary 

James E. Hague, 840 North Lake Shore Drive, Chicago 


Assistant Treasurer 
John E. Sullivan, 840 North Lake Shore Drive, Chicago 
ll 


BOARD OF TRUSTEES 

Chairman: Frank 8. Groner, Baptist Memorial Hos- 
pital, Memphis 3, Tenn 

John N. Hatfield, Passavant Memorial Hospital, Chicago 
li 

Jack Masur, M.D., Clinical Center, National Institutes 
of Health, Bethesda 14, Md 

Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


Term Expires 1961 


D. R. Easton, M.D., Royal Alexandra Hospital, Edmon- 
ton, Alta 

Hilda H. Kroeger, M.D., Elizabeth Steel Magee Hos- 
pital, Pittsburgh 13 

Clarence E. Wonnacott, Latter-day Saints Hospital, 
Salt Lake City 3, Utah 


Term Expires 1962 


George T. Bell, Hospital Service Association of North- 
eastern Pa., Wilkes-Barre, Pa 

Philip D. Bonnet, M.D., Massachusetts Memorial Hos- 
pitals, Boston 18 

James M. Daniel, Columbia Hospital of Richland County, 
Columbia, 8.C 

Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 

Term Expires 1963 

Donald W. Cordes, Iowa Methodist Hospital, Des Moines 
14, Lowa 

Rev. John J. Humensky, Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 

William 8. MeNary, Michigan Hospital Service, Detroit 
26 

Boone Powell, Baylor University Medical Center of 
Dallas, Dallas 10, Tex 


Coordinating Council 


Chairman: Jack Masur, M.D., Clinical Center, Na- 
tional Institutes of Health, Bethesda 14, Md 

J. Milo Anderson, Presbyterian Medical Center, San 
Francisco 15 

Robin C. Buerki, M.D., Henry Ford Hospital, Detroit 2 

George E. Cartmill, Harper Hospital, Detroit 1 

Dean A. Clark, M.D 
toston 14 

John A. Dare, Virginia Mason Hospital, Seattle 1 

Frank 8. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn 

T. Stewart Hamilton, M.D., Hartford Hospital 15, Conn 

Mrs. Harry Milton, Jewish Hospital of St. Louis Aux- 
iliary, St. Louis 10 


Massachusetts General Hospital, 


Council on Administrative Practice 


Chairman: George E. Cartmill Harper Hospital, De- 
troit 1 

Term Expires 1961 

Mark Berke, Mount Zion Hos 
San Francisco 15 

James M. Crews, Methodist H spital, Memphis 4, Tenn 


William K. Klein, Long Island College Hospits ; 
lyn 1, N.Y. ege Hospital, Brook- 


vital and Medical Center 


8 


Term Expires 1962 

George W. Graham, M.D., Ellis Hospital, Schenectady 
a; 33. 

Victor F. Ludewig, George Washington University Hos 
pital, Washington 7 

Russell H. Miller, University of Kansas Medical Cen- 
ter, Kansas City 12, Kans. 


Term Expires 1963 


Alvin J. Binkert, Presbyterian Hospital in the City of 
New York, New York 32 

John M. Danielson, Evanston Hospital, Evanston, Tl 

Jack A. L. Hahn (vice chairman), Methodist Hospital 
of Indiana, Indianapolis 7 


Secretary: William T. Middlebrook Jr., 840 North Lake 
Shore Drive, Chicago 11 


Council on Association Services 


Chairman: John A, Dare, Virginia Mason Hospital, 
Seattle 1 


Term Expires 1961 


Avery M. Millard, California Hospital Association, San 
Francisco 2 

Sister Rose Marie (vice chairman), St. Mary's Hos- 
pital, Pierre, 8. Dak. 

Rev. Granger Westberg, University of Chicago Clinics, 
Chicago 37 

Term Expires 1962 

William 8. Brines, Newton-Wellesley Hospital, New- 
ton Lower Falls 62, Mass. 

J. A. Gilbreath, Arkansas Baptist Hospital, Little 
Rock, Ark 

Richard Lubben, Kadlec Methodist Hospital, Richland, 
Wash. 

Term Expires 1963 

Gene Kidd, Baptist Hospital, Nashville 4, Tenn 

Stuart W. Knox, Connecticut Hospital Association, New 
Haven 11, Conn. 

Stanley W. Martin, Ontario Hospital Association, Toron- 
to 7, Ont 


Secretary: Jack W. Owen, 840 North Lake Shore Drive, 
Chicago 11 


Council on Blue Cross, Financing 
and Prepayment 


Chairman; J. Milo Anderson, Presbyterian Medical 
Center, San Francisco 15 

Term Expires 1961 

N. D. Helland, Group Hospital Service, Tulsa 1, Okla 

Fredric P. G. Lattner, Hospital Service, Inc. of Iowa, 
Des Moines 7, Iowa 

John H. Zenger, Utah Valley Hospital, Provo, Utah 


Term Expires 1962 

H. A. Schroder, Blue Cross of Florida, Inc., Jackson- 
ville 1, Fla, 

Robert M. Sigmond, Hospital Council of Western Penn- 
sylvania, Pittsburgh 13 

Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 

Term Expires 1963 

Robert T. Evans, Hospital Service Corporation, Chicago 
90 

John R. Mannix (vice chairman), Blue Cross of 
Northeast Ohio, Cleveland 15 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 


Secretary: Maurice J. Norby, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 


Chairman: Robin C. Buerki, M.D., Henry Ford Hos- 
pital, Detroit 2 

Term Expires 1961 

Rev. Stephen K. Callahan, Our Lady of Fatima Hos- 
pital, Providence 4, R.I. 

Kenneth Holmquist, Bethesda Hospital, St. Paul 3 

William L. Wilson (vice chairman), Mary Hitchcock 
Memorial Hospital, Hanover, N.H. 

Term Expires 1962 

W. P. Earngey Jr., Harris Hospital, Fort Worth 4, Tex. 

Clyde L. Sibley, Birmingham Baptist Hospitals, Bir- 
mingham 11, Ala. 

W. W. Stadel, M.D., San Diego County General Hos- 
pital, San Diego 3, Calif. 

Term Expires 1963 

Louis B. Blair, St. Luke’s Hospital, Cedar Rapids, 
Iowa 

Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 


James P. Richardson, Presbyterian Hospital, Charlotte 
1, N.C. 


Secretary: Kenneth Williamson, Washington Service 
Bureau, Mills Bldg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


ASSOCIATION 


Council on Hospital Auxiliaries 


Chairman: Mrs. Harry Milton, Jewish Hospital of 
St. Louis Auxiliary, St. Louis 10 

Term Expires 1961 

Mrs. Columbus Conboy, Ladies Auxiliary of St. Joseph 
Infirmary, Louisville 17, Ky. 

Mrs. Leonard A. Lang, Women’s Auxiliary, Cambridge 
State School and Hospital, Cambridge, Minn. 

Mrs. Kurt A. Scharbau, Rockford Memorial Hospital 
Auxiliary, Rockford, Ill. 

Term Expires 1962 

Mrs. Robert N. Carson, New Rochelle (Hospital) League 
for Service, Inc., New Rochelle, N.Y 

Max L. Hunt, Yakima Valley Memorial Hospital, 
Yakima, Wash. 

Melba Powell (vice chairman), Coahoma County (Hos- 
pital) Women’s Auxiliary, Clarksdale, Miss 

Term Expires 1963 

Mrs. Howard Barker, Latter-day Saints Hospital Aux- 
iliary, Salt Lake City 3, Utah 

Mrs. Vivien Ross, Royal Victoria Hospital, Montreal 
2, Que 

Richard O. West, Norwalk Hospital, Norwalk, Conn 


Secretary: Patricia Sussmann, 840 North Lake Shore 
Drive, Chicago 11 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., Hartford Hos- 
pital, Hartford 15, Conn. 

Term Expires 1961 

Leonard O. Bradley, M.D., Winnipeg General Hospi- 
tal, Winnipeg 3, Man. 

Richard D. Vanderwarker, Memorial Center for Cancer 
and Allied Diseases, New York 21 

David B. Wilson, M.D. (vice chairman), University 
Hospital, Jackson 5, Miss. 

Term Expires 1962 

Henry T. Clark Jr., M.D., University of North Caro- 
lina, Chapel Hill, N.C. 

Cecilia H. Hauge, R.N., Department of Medicine and 
Surgery, Veterans Administration, Washington 25 
Henry N. Pratt, M.D., Society of the New York Hos- 

pital, New York 21 
Term Expires 1963 
Paul R. Hanson, Emanuel Hospital, Portland 17, Ore. 
David Littauer, M.D., Jewish Hospital, St. Louis 10 
Col. James T. McGibony, MC, Office of the Surgeon 
General, Department of the Army, Washington 25 
Secretary: Madison B. Brown, M.D., 840 North Lake 
Shore Drive, Chicago 11 ° 


Council on Research and Education 


Chairman: Dean A. Clark, M.D., Massachusetts Gen- 
eral Hospital, Boston 14 

Term Expires 1961 

Elbert DeCoursey, M.D., Se.D., Southwest Foundation 
for Research and Education, San Antonio 7, Tex. 

Charles S. Paxson Jr., Hahnemann Hospital, Philadel- 
phia 2 

James W. Stephan (vice chairman), University of 
Minnesota, Minneapolis 14 

Term Expires 1962 

Charles D. Flagle, Johns Hopkins Hospital, Baltimore 5 

Walter J. McNerney, University of Michigan School of 
Business, Ann Arbor, Mich. 

Andrew Pattullo, W. K. Kellogg Foundation, Battle 
Creek, Mich. 

Term Expires 1963 


Orville N. Booth, St. Francis Memorial Hospital, San 
Francisco 9 

G. Halsey Hunt, M.D., National Institutes of Health, 
Bethesda 14, Md. 

Robert E. Toomey, Greenville General Hospital, Green- 
ville, 8.C. 


Secretary: Richard L. Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Executive Staff 


Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 
Kenneth Williamson, associate director 
Madison B. Brown, M.D., associate director 
James E. Hague, assistant director 

Richard L. Johnson, assistant director 
Edmond J. Lanigan, assistant director 

J. Allan Mahoney, M.D., assistant director 
John E. Sullivan, controller 
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SUPER 60x96 TILT-OUT WASHER boosts 
washing speed, takes out all the hardest work, 
gives you extra loads per machine every day. 
Its 30° tilt-out position permits quick, easy 
loading and unloading. No need for leak- 
proof doors... takes any size of extractor 
container. All stainless steel with sliding or 
hinge-type doors. 


SUPER CHEST-TYPE IRONER features 8 
extra-large padded rolls, 8 extra-deep steam 
chests. Delivers 20% extra heated surface 
under pressure for greater drying capacity. 
Eliminates scorching. 


SUPER AUTOMATIC FOLDER can be con- 
tinuously operated at top capacity to fold 
more pieces per minute . . limited only by 
the drying capacity of the ironer. Automati- 
cally, electronically measures, folds and de- 
posits flatwork for inspection. Pushbutton 
controls. No concealed mechanism to hinder 
maintenance. Choice of two models for either 
large or small articles. 
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SUPER Imperial 8-Roll 
Chest-Type lroner 


IT PAYS TO GO SUPER ALL THE WAY because every 
unit costs you less to begin with, less in the long run—yet 
there’s no compromise in efficient design, up-to-the-minute 
engineering and low-maintenance construction. 

IT PAYS in the more efficient use of Steam, electricity 
and labor. 

IT PAYS in freedom from costly maintenance problems and 
“downtime.” 

IT PAYS in increased work capacity, faster handling time, 
ease of operation. 

IT PAYS in perfectly processed work with fewer losses . . . 
undamaged, neat, fresh! 

IT PAYS in consistently satisfied customers and instantly 
increased profits! 

CALL YOUR SUPER JOBBER NOW OR WRITE 


LAUNDRY MACHINERY CO. 


1113 W. Cornelia Ave. 
Chicago 13, Ill. 
GRaceland 7-8500 





hree major criteria for an 
effective laxative have been 
established by physicians* 


1. freedom from griping or other irritating side effects 


2. clinically proven effectiveness 


3. predictable action 


*Results of a survey of over 1,000 physicians con ducted by the Bureau of 
Researc h, Inc., 555 W. Jackson Blvd., Chicago 6, Illinois (April, 1960). 
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PER-COLACKE 


Anthraquinone derivatives from cascara and dioctyl sodium sulfosuccinate, Mead Johnson 


meets physicians criteria 
for an effective laxative 


2 With Peri-Colace “...side effects such as griping are reduced to a minimum.” 


sulfosuccinate) “...gave satisfactory results in 97 per cent of the cases 


@ Peri-Colace, a unique combination of Peristim® and Colace® (dioctyl sodium 
[130 hospitalized patients].’” 


it promptly, yet gently, induces bowel evacuation within 8 to 12 hours 


e You can depend on Peri-Colace—experience in practice has shown that 
in most patients. 


References: (1) Broders, A. C., Jr.: Am. J. Digest. Dis. 2:483-486 (Sept.) 1957, (2) Lamphier, T. A.: 
Am. J. Proctol. 8 :442-444 (Dec.) 1957. 


Mead Johnson 


Symbol of service in medicine 
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Hospital booklet beamed 
at patients of all ages 


Although many hospitals have 
developed patient education book- 
lets for children or for adults, the 
Montclair (N.J.) Community Hos- 
pital has developed a new booklet 
that is directed to both groups. 
Mrs. P. J. Horton, the hospital’s 
assistant director and public rela- 
tions director, explains that the 
booklet is designed to eliminate 
fears and to emphasize the lighter 
side of a hospital experience. It 
is also hoped that the booklet will 
aid adults in making the necessary 
and difficult explanations of hos- 
pitalization to their children. 

Entitled “Say Ah!’’, the booklet 
is distributed to patients at the 
time of admission. The booklet is 
also included on the hospital’s hos- 
pitality cart. 

The 16-page booklet is printed 
in red and blue and is handsomely 
illustrated. The sketches were pre- 
pared by one of the hospital’s staff 


Some Facts To Heip You Be A PATIENT 
AT 
MONTCLAIR COMMUNITY HosPITAL 











nurses. The text of the booklet was 
prepared by the hospital’s public 
relations department. 

Colored slides have been made 
of the pages of the booklet in or- 
der to fulfill requests from parent- 
teacher organizations and other 
groups for their programs. 

The hospital’s auxiliary is offer- 
ing the booklet for sale to all hos- 
pitals, schools, physicians, nursing 
schools and affiliated groups. The 
name of an organization ordering 
100 or more copies may have its 
name imprinted on the cover with- 
out additional charge. . 





Use of control board 
simplifies employee count 


By means of a position control 
board, the personnel director at 
St. Joseph Hospital, Orange, Calif., 
can readily ascertain the number 
of employees on duty at any given 
time during the day. The control 
board, which measures four feet 
by five feet, is attached to the wall 
in the office of John E. Guiney Jr. 

The board is divided into four 
panels—the two on the left are for 
nursing service and the other two 
are for all other hospital depart- 
ments. Cards on the board record 
the name, title and unit of each 
employee in the hospital. Colors 
are used to designate work times. 
Light green signifies the 7 a.m.- 
3:30 p.m. shift; pink, the 3-11:30 
p.m. shift, and blue designates the 
night shift. Vacancies are marked 
by dark red cards. 

As each addition to or separation 
from the hospital staff is made, 
a new card is typed and attached 
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to the board. Each card measures 
1% by 2 inches. The board, of 
course, depends upon the size and 
the number of cards. a 


Florida program offers 
nursing at rural hospitals 
Faced with the problem of lim- 

ited clinical facilities for basic 
nursing students, Florida State 
University in Tallahassee has initi- 
ated an eight-week clinical affilia- 
tion for the students in four smaller 
rural hospitals within a 100-mile 
radius of the campus. Agnes Salis- 
bury, professor in charge of the 
graduate nurse program at the 
university, reports that in addition 
to solving a basic academic need, 
this program has made it possible 
for the students to see the hospital 
and the community as a whole, in 
the hospitable atmosphere of the 
rural area. 

The students are assigned in 
groups of seven or eight to the 
rural hospitals during the summer 
between their second and third 


years of training. The students 
live in the community in which 
their assigned hospital is located 
in order to give them a further 
understanding of the community. 

The affiliating hospitals have a 
daily average patient census of 30 
to 90 patients. One of the most 
important criteria in selecting the 
hospitals for affiliation was the 
opportunity for the students to 
plan nursing care in terms of the 
total needs of the patients in a 
setting where the influence of pa- 
tients’ needs on the entire com- 
munity could be felt and observed 
readily. 

The instructors which are se- 
lected from the university’s regu- 
lar nursing faculty are assigned 
to each of the affiliating hospitals 
to direct the teaching program for 
the students in coordination with 
nursing service personnel of the 
affiliating hospital. 

After two days of orientation in 
the affiliating hospital, the students 
give total nursing care to patients, 
including medications. Generally, 
the students work five hours a day, 
five days a week, plus one or two 
hours of conferences daily. During 
the latter part of their affiliation, 
the students spend one week on a 
3-11 p.m. assignment and three to 
four nights on the 11 p.m.-7 a.m. 
assignment. The personal study 
responsibilities of the students in- 
clude explorations of periodical 
literature, the keeping of a “daily 
log,” simple medications studies, 
diversional therapy projects and 
nursing care plans. 

The cost of the program includes 
salaries for four instructors (ap- 
proximately $4000), transportation 
costs and housing. Since the stu- 
dents are responsible for their own 
maintenance throughout the train- 
ing program, the cost to them is 
the same as during any other phase 
of their training. Most meals for 
faculty and students are supplied 
by the affiliating hospitals. 

In the July 1960 issue of Nursing 
Outlook Miss Salisbury and her 

(Continued on page 127) 
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NEW PRODUCT ANNOUNCEMENT 


The Wm. S. Merrell Company 
announces the availability of 


MER/29 


(brand of triparanol) 





--ethe first cholesterol-lowering 
agent to inhibit the formation of excess 
cholesterol within the body. 


-. reduces both serum and tissue 
cholesterol levels, irrespective of diet. 


eeenO demonstrable interference with other 
vital biochemical processes reported to date. 


e-eetoleration and absence of toxicity established 
by 2 years of clinical investigation. 


ee convenient dosage: One 250 mg. capsule daily, 
before breakfast. 


Clinical findings of therapy with MER/29 establish 
it as an aid to patients with hypercholesterolemia and 
conditions thought to be associated with it, such as 


‘coronary artery disease (angina pectoris, 
postmyocardial infarction) 


“generalized atherosclerosis 


supplied in bottles of 30 pearl gray capsules 


for professional literature write to Hospital Department 


Merrell THE WM. S. MERRELL COMPANY / Cincinnati 15, Ohio 
St. Thomas, Ontario 


Trademark: 'MER/29' 


‘ 
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THE ULTIMATE 


NEW McKESSON 
CABINET MODEL 


@ Supplied with any combination of 
gases now in use. 


@ Equipped with bi-phase flow meters. 


@ Flow-rate controls mounted on front 
for utmost operating convenience. 


@ Twin Canister Absorber with 1800- 
gram baralyme capacity. 


@ Bag-Pressure Gauge shows pressure 
of gases in circuit at all times. 


B Direct Oxygen Button for immediate 
oxygen under pressure. ® Stainless steel top and heavyweight 


@ Direct Nitrous-Oxide Button for quick steel construction. 


refilling of nitrous bag. @ Finished in green enamel, trimmed 


® Large storage capacity in four lock- with chrome-plated parts. 


ing drawers. ®@ Supplied with wide variety of 
] accessories. 


For prices, other features 
and full details, 


write for McKesson 
N E W C 4 B N ET Ciisinah Mibibat literature. 
MODEL 
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Terramycin® 


BRAND OF OXYTETRACYCLINE 
INTRAMUSCULAR SOLUTION 


conveniently preconstituted 
for prompt parenteral 
administration in 

office or at bedside 





new 10 cc. vial 
permits greater 
economy, 
convenience, and 


flexibility in dosage 


IN BRIEF 


Terramycin Intramuscular Solution, a preconstituted parenteral 
form of oxytetracycline with 2% Xylocaine* as a local anes- 
thetic, facilitates prompt initiation of broad-spectrum antibiotic 
therapy when immediate oral administration is inconvenient or 
impractical. There is a low incidence of irritation or pain at the 
injection site. Availability of the new, multi-dose 10 cc. vial 
rmits greater economy, convenience, and flexibility in dosage. 
he dependability of Terramycin is based on broad antimicro- 
bial effectiveness, excellent toleration, and low order of toxicity. 
INDICATIONS: All oxytetracycline indications whenever initial or 
continuing therapy with I.M. injection is indicated. Compatible 
oral therapy may then be given with Cosa-Terramycin® Capsules 
or Cosa-Terrabon® Suspension. Effective against both gram- 
positive and gram-negative bacteria, rickettsiae, spirochetes, and 
large viruses, Terramycin therapy is indicated in a great variety 
of infections due to susceptible organisms. These include infec- 
tions of the respiratory tract, ophthalmic and otic infections, 
gastrointestinal infections, genitourinary infections, soft-tissue 
infections, and many others. 
ADMINISTRATION AND DOSAGE: For intramuscular injection only. 
Unless otherwise specified, a dose of 100 mg. every 8-12 hours, 
or a single daily dose of 250 mg. should be adequate for most 
mild or moderately severe infections. In severe infections, 
100 mg. every 6-8 hours or 250 mg. every 12 hours may be 
necessary. Dosage for infants and children is proportionately 
less and should be determined in accordance with age and 
weight of the patient, and severity of infection. 
SIDE EFFECTS AND PRECAUTIONS: Aside from occasional mild 
pain at injection site, adverse reactions (including allergic) 
have been rare. As with all I.M. preparations, injection should 
be made within the body of a relatively large muscle. After inser- 
tion of needle, aspiration should be attempted before injecting 
to avoid inadvertent administration into a blood vessel; care 
should always be taken to avoid injecting into a major nerve or 
its surrounding sheath. Subcutaneous and fat-layer injection 
may cause mild pain and induration, which may be relieved by 
an ice pack, 
Use of antibiotics may result in an overgrowth of nonsusceptible 
organisms—particularly monilia and resistant staphylococci. If 
a new infection caused by a resistant pathogen appears, dis- 
continue the medication and institute appropriate specific ther- 
apy as indicated by susceptibility testing. 
SUPPLIED: Terramycin Intramuscular Solution is available in 
the new 10 cc. multi-dose vial, providing five 2 cc. doses, 
50 mg./cc., and in 2 cc. prescored glass ampules, containing 
100 mg. and 250 mg., packages of 5 and 100. For maximum 
rapidity of effect—Terramycin Intravenous, in vials of 250 mg. 
and 500 mg. (buffered with 1 Gm. and 2 Gm. ascorbic acid 
respectively). Available for oral therapy: Cosa-Terramycin® 
Capsules, 250 mg. and 125 mg.; Cosa-Terrabon® Oral Sus- 
pension (preconstituted), 125 mg. per 5 cc. teaspoonful, in 
bottles of 2 oz. (60 cc.) and 1 pint; Cosa-Terrabon® Pediatric 
Drops (preconstituted), 5 mg. per drop (100 mg. per cc.), 
bottle of 10 cc. with calibrated plastic dropper. In addition, a 
variety of other systemic and local dosage forms are available to 
meet specific therapeutic requirements. 
More detailed professional information available on request. 
*Xylocaine® is the trademark of Astra Pharmaceutical Products, Inc. for 
its brand of lidocaine. 


a reservoir of 


dependable performance — 
Terramycin® therapy 


Science for the world’s well-being™ PFIZER LABORATORIES Division, Chas. Pfizer @ Co., Inc., Brooklyn 6, New York 
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WARNING LIGHT... 


PN iodo), | ar io te 


HARD'S ALL-EKTRIK BED 1494-AEG 
/s Designed for Patient Safety...Nursing Efficiency 


¢ SAFTI-LITE reminds the nurse when the bed is left in 
other than the lowest, safest position. 
PATIENT CONTROL for all positions is provided on a 
Control-Console which can be positioned on right or left 
side of bed allowing patient use with either hand. Operates 
on low voltage milliamp electronic circuit. 
CUT-OFF BOX allows nurse to limit patient’s control of 
bedspring height, back rest, knee break. 
FULCRUMATIC and ROLEVATOR actions for spring 
heights and gatch positions reduce wear, give smooth, 
silent operation. Spring can be manually operated in case 
of power failure. 


THE HARD MANUFACTURING COMPANY 


117 TONAWANDA STREET ° BUFFALO 7, NEW YORK 
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digest of NEWS 





Detroit Hospital Pioneers Medical Staff Policy 


To broaden the scope of hospital facilities available to physicians and 
to curtail costly duplication of facilities, Detroit Memorial Hospital has 
inaugurated a new policy regarding medical staff appointments. The 
policy provides for “special courtesy” staff privileges which will be ex- 
tended to qualified physicians, in the Greater Detroit area, who want 


to admit patients requiring special 
services not available in the hos- 
pitals where they are regular staff 
members. 

Any physician who is a member 
of the medical society of any of 
the four neighboring counties and 
who holds a staff appointment at 
a hospital accredited by the Joint 
Commission for Accreditation of 
Hospitals will have the opportu- 
nity to become a “referring phy- 
sician” on the newly created spe- 
cial courtesy staff at Detroit 
Memorial Hospital. The hospital 
will make appointments after re- 
view and approval of written ap- 
plications. The physician will then 
be able to admit patients for care 
that is not available at his primary 
hospital; he will be able to visit 
his patients and follow their prog- 
ress, and also to write such orders 
and perform such procedures as 
may be indicated by the privileges 
prescribed and by the best inter- 
ests of patient care. 

The idea for the special privi- 
leges came from Franklin D. Carr, 
administrator of Detroit Memorial 
Hospital, and it has been approved 
by the hospital’s board of trustees. 
“Our new privileges for referring 
physicians are ... an answer to 
expressed community need for 
economy in establishing and main- 
taining specialized hospital serv- 
ices,’ Mr. Carr said, adding that 
“it is neither practical nor possible 
for all hospitals in the community 
to develop and maintain all the 
desirable special services.” 


e NEARLY 30 PER CENT NEW YORK M.D.'S 
HAVE NO STAFF APPOINTMENTS—N ear- 
ly 30 per cent of the practicing 
physicians in New York City did 
not have hospital staff appoint- 
ments in 1958, according to a study 
conducted by the Hospital Council 
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of Greater New York. Further- 
more, the situation showed almost 
no improvement since 1948, when 
approximately 31 per cent of phy- 
sicians were without staff privi- 
leges. 

After stressing the importance 
of the educational aspects of hos- 
pital work for physicians in wards 
and outpatient departments, par- 
ticularly in view of medical science 
advances, the council commented 
that a “physician who cannot qual- 
ify for an opportunity to work in 
a hospital, where supervision is 
available, is no better qualified to 
practice outside the hospital where 
supervision does not exist’. 

The council then urged hospitals 
to “reach out to the community 
and to afford to every physician 
who practices in ithe community 
(the opportunity) to join a hos- 
pital staff and participate in its 
work within the limits set by his 
experience and competence”. 

The report commented on the 
fact that hospitals “take pride” in 
the quality of care provided and 
therefore apply very high stand- 
ards in admitting physicians to 
staff, thereby limiting the number 
of hospital-affiliated physicians. 
“However,” the council observed, 
“while such staff policies may im- 
prove the hospital and its reputa- 
tion, they may, at the same time, 
and paradoxically, lower the qual- 
ity of medical care in the commu- 
nity.” 


> BLUE CROSS PLANS’ HOSPITAL PAY- 
MENTS REACH ALL-TIME HIGH—During 
the first six months of 1960, ex- 
penditures of the 83 approved 
Blue Cross Plans for hospital care 
of members reached an all-time 
high. More than $826 million was 
paid to hospitals—approximately 


$809 million by United States 
Plans and approximately $17 mil- 
lion by Canadian Plans. The six- 
month report was prepared by the 
Blue Cross Commission prior to 
reorganization, which became ef- 
fective October 1. 

During the six months, the per- 
centage of subscription income ex- 
pended for operating costs went 
down to a new low of 5.11 per 
cent. Operating expenses of U.S. 
Plans represented 5.06 per cent of 
income, and expenses of Canadian 
Plans 7.14 per cent, compared to 
5.49 per cent and 7.17 per cent, 
respectively, one year ago. 

Whereas one year ago the re- 
serves of the Plans decreased by 
2.58 per cent, during the first six 
months of 1960 the Plans were 
able to build up their reserves by 
1.23 per cent of their total income. 

Between January | and June 30, 
Blue Cross benefits were used by 
members for more than 4 million 
inpatient admissions and nearly 
1.4 million outpatient visits to hos- 
pitals. 


> REPORT FROM WASHINGTON— What 
action can be expected from the 
50 states and the District of Co- 
lumbia with respect to adoption of 
the new aged health care program 
enacted by Congress became ap- 
parent by mid-October after a 
meeting of state welfare and De- 
partment of Health, Education and 
Welfare officials. According to Ar- 
thur S. Flemming, HEW secretary, 
the states could be grouped into 
eight categories according to the 
degree of participation in the pro- 
gram that could be expected of 
them. 

Five states took immediate steps 
to activate the program; others 
either had the necessary statutory 
authority to act or were still check- 
ing their laws. But the majority— 
32 states—not only lacked author- 
ity but also were undecided about 
voting the necessary legislation. 
(Details p. 107) 

@ The possibility that a draft of 
physicians may have to be re- 
sumed was disclosed by the De- 
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fense Department after the ques- 
tionnaires returned by interns 
under the Berry Plan have been 
processed. The replies indicated 
that an insufficient number of in- 
terns showed preference for begin- 
ning their terms of active duty next 
July, immediately on completion of 
their internships. (Details p. 108) 


> OHIO BLUE CROSS PROPOSES NEW 
APPROACH TO AGED SUBSCRIBER CARE— 
An unprecedented approach to 
dealing with the problem of pro- 
viding adequate health care to the 


aged at low cost was unveiled last 
month by Blue Cross of Northeast 
Ohio, Cleveland. The program for 
older subscribers was submitted 
for approval to the Ohio Depart- 
ment of Insurance. 

To meet the needs of subscribers 
65 years old and older, the Cleve- 
land Blue Cross proposed to re- 
duce their rates progressively. The 
discount would begin to apply at 
the age of 65 after five consecutive 
years of enrollment, at which time 
it would amount to 12.5 per cent; 
after 21 to 25 years of enrollment, 





Ident-A-Band" 


ll alert surgery” An Ident-A-Band goes onto your emer- 


gency patient in seconds, yet it protects him — and your hospital around 


the clock. An emergency admission sometimes requires a quick change 
in the surgery schedule, sets in motion a sequence of rapid adjustments 


in hospital routine. At such times you may rest more easily knowing 
that the chance of identity error has been minimized. With Ident-A- 
Band by Hollister you can be swre your identification system is doing 


this job for you... 


without danger of being altered, water-blurred or 


transferred to another patient. Write— 


the original 
the positive 


INCORPORATED 


Ident “A-Band, ? HoLUstTer: 


833 North Orleans Street, Chicago 10, Illinois 





the discount would be 50 per cent, 
and after 40 years, no charge 
would be made for coverage. 

The Plan also requested permis- 
sion to raise its subscription rates 
in counties where payments for 
subscriber care run unusually high 
and to introduce a deductible con- 
tract. (Details p. 112) 


> CATHOLIC HOSPITALS REJOIN PHILA- 
DELPHIA BLUE CROSS—The eight 
Catholic hospitals which last April 
terminated their contracts with 
Philadelphia Blue Cross have re- 
joined the Plan. A disagreement 
over the method of compensating 
the hospitals for subscriber care 
was the reason given by the eight 
institutions for cancellation. The 
hospitals wanted to be reimbursed 
on the basis of patient billings, and 
the Plan, Associated Hospital Serv- 
ice of Philadelphia, would not 
agree to those terms. 

The compromise reached last 
month provides that the eight hos- 
pitals will be paid on the basis of 
the uniform charge system they 
have instituted; however, in Blue 
Cross cases, a ceiling will be placed 
on their average daily charges 
based on payments to the Plan’s 
other member hospitals. The ceil- 
ing was set at $24 per patient day. 
The new agreement, effective 
September 16, will be in effect 
until Dec. 31, 1961. 


> COLUMBUS PLAN RAISES RATES—Cen- 
tral Hospital Service Association 
(Columbus, Ohio, Blue Cross) has 
received approval from the Ohio 
Insurance Department for a rate 
increase averaging 19.3 per cent, 
beginning this month. The higher 
rates will affect approximately 
530,000 members. On the most 
widely held 30-day standard cer- 
tificate, the monthly rates went up 
from $2.45 to $2.80 for single sub- 
scribers, and from $6.05 to $6.55 
for family contracts. 

The Plan had requested an in- 
crease of 22.5 per cent. The insur- 
ance superintendent indicated that 
the modification of the request to 
19.3 per cent would minimize pro- 
posed additions to surplus during 
the next two years. He commented 
that the Plan’s present reserve 
level is adequate and that testi- 
mony presented at the hearings 
did not show need for raising that 
level. 
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SUPERIOR ON ALL COUNTS TO OTHER EXISTING SILK SUTURES 





1 PHYSIOLOGICALLY INERT... 


New silicone-rubber coating dramatically 
overcomes the problem of tissue reactions 
reported'* with wax-coated silk. 


No granuloma, paraffinoma, adhesions, in- 
flammatory reaction or other significant ad- 
verse response has been encountered with 
the surgical use of silicone material.°'° 
Excellent tissue tolerance shortens “‘lag 
period,” does not inhibit tissue repair. The 
unique coating process encases all fibers of 
the suture strand in pure, surgical silicone 
rubber to present a continuum of physio- 
logically inert suture material to the tissues. 


BENIGN RESPONSE TO 
SILICONE-TREATED SILK 


40-day embedment: Thin dense sclero-colla- 
gen capsule surrounds suture. No other re- 
markable findings. No increase in suture 
volume. (Section cut obliquely to long axis, 
giving elongation.) 


COMMON REACTION 
TO WAX-COATED SILK 


L0-day embedment: Moderately thickened 
sclero-collagen capsule surrounds suture 
mass. Granulation tissue invaded and in- 
creased suture mass by about a factor of 4 
over that observed after three days. Many 
foreign body giant cells on inside of colla- 
gen capsule. New blood vessel elements on 
the border of the capsule. 


Mallory’s connective tissue stain. Sections cut at 


7 microns. Photomicrographs taken at 100x. Suture 
size: 00 


References: 

1. Wilkinson, J. F.; Freeman, G. G.; New, N., 
and Noan, R. D.: Lancet 271: 621, 1956. 2. Brown, 
353.3 Fryer, M. P., and Lu, M.: A.M.A. Arch 
Surg. 68:744, 1954. 3. Large, O. P.: Am. J. Surg. 
60:415, 1943. 4. Wolf, R.: Ibid. 55:153, 1942. 
5. Rosenberg, N.; Moolten, S. E., and Vroman, L.: 
Arch Surg. 60:363, 1950. 6. Blunt, Jr., W. J.: Am. 
J. Surg. 95:512, 1958. 7. Lahey, F.: New England 
J. Med. 240:161, 1949. 8. Dimant, S.: Lancet 267: 
533, 1954. 9. Rowe, V. K.; Spencer, H. G., and Bass, 
S. L.: J. Ind. Hygiene & Toxicol. 30:332, 1948. 
10. DeNicola, R. R.: J. Urology 63:168, 1950. 


SILICONE-TREATED SILK SUTURES 
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4?) 15% TO 20% GREATER 
TENSILE STRENGTH . .. 


Superiority over other silks is achieved through new, 
unique braiding process which increases silk density 
per unit diameter. Added strength may permit selec- 


tion of smaller size suture in some instances. Silicone 
coating prolongs in situ strength, protects suture 
against enzymatic or body fluid invasion. Continued 
tissue-approximation is assured; neo-vascularization 
and fibrosis are minimized. 
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ABSOLUTE NON- 
CAPILLARITY 


...Surpasses all wax- 
’ coated silk. Silicone 
Tensile Strength coating prevents “car- 
Size 068 ® rier-action” in spread 
of bacterial contamina- 
tion along the suture 
line. The true zero- 
capillarity has been 
demonstrated in exact- 
ing laboratory tests. 
The surgical silks test- 
ed were subjected to 
three successive boil- 
Silicone-Treated Brand A Brand B yes treatments, drying 
Silk Size 000 Size 000 Size 000 and suspension in dye 
solution. 


‘ 4 EASIEST HANDLING SILK 


Surgeons will recognize the balanced 
“hand” of SILICONE-TREATED SILK 
as ideally suited to the silk technic of 
Halsted. The silicone coating imparts 
both firmness and optimum pliability to 
the suture strand. The smooth, even sili- 
cone coating also minimizes “drag,’’ re- 
duces the extent of suture-induced trauma 
and will not crack or change under nor- 
mal handling or varying temperatures. 


The unique construction and silicone-rub- 
ber coating provides a balanced “hand” 
for optimum control in use. 





Available in the SURGILOPE*® SP Sterile Suture Strip Pack... 
in a complete line of pre-cut and Atraumatic’ products 


SILICONE-TREATED SILK is supplied in the 
new SURGILOPE SP Sterile Suture Strip Pack 
which makes possible a safer suture dispensing 
technique that provides greater protection for pa- 
tient and personnel. Use of the individual, sterile 
plastic pack eliminates cut fingers, gloves and 
breaks in aseptic technique often caused by sharp 
foil packages or broken glass tubes and jarsinO.R.; 
eliminates need for hazardous jars and irritating 
jar solutions; saves valuable nurse time and stor- 
age space; and permits standardization of suture 


dispensing through one safer, more efficient method. 
NEW SP SERVICE PROGRAM-Significant sav- 
ings of nurse time, resterilizing supplies and stor- 
age space are now possible with the new SP Service 
Program. Unused SURGILOPE SP inner envelopes 
are collected by the O.R. nurse and sent to Surgical 
Products Division in a special mailing carton sup- 
plied free. Sutures from each hospital are separately 
reprocessed, sterilized and repackaged by individ- 
ual lot...and the original sutures returned, certified 
sterile U.S.P.—at no extra cost to the hospital. 


SILICONE-TREATED SILK SUTURES 


ALSO AVAILABLE NON 
STERILE MEASUROLL® 
DISPENSER PACKAGE 
Twenty strands per roll. 
200 yards (20 x 10 yds.), 
sizes 5-0 to 0. 

600 yards (20 x 30 yds.), 
sizes 4-0 to 00. 


STANDARD SPOOLS 


25-yard, sizes 5-0 to 2. 100- 
yard, sizes 6-0 to 4. 


TL 
CYANANATID 
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AMERICAN CYANAMID COMPANY 
SURGICAL PRODUCTS DIVISION 
30 ROCKEFELLER PLAZA 
NEW YORK.N_Y 


SALES OFFICE: DANBURY, CONNECTICUT 
PRODUCERS OF DAVIS & GECK SUTURES AND 
vim” HYPODERMIC SYRINGES AND NEEDLES 





TOTALLY NEW—FROM THE MEDICAL RESEARCH LABORATORIES OF 3M COMPANY 


SURGICAL TAPE 








TOTALLY NEW—FOR EVERY 
TAPE USE IN THE HOSPITAL 


TOTALLY NEW COMFORT FOR THE PATIENT 





New “SCOTCH” Brand Surgical Tape is thinner, lighter, 
cooler. Unique microporous construction and new physio- 
logically inert components virtually eliminate usual prob- 
lems of itching, maceration and irritation. 


Reg. U.S. Pat. Off. 








..ENDS PROBLEM OF PAINFUL TAPE REMOVA 


The tissue-thin adhesive layer holds fast to skin but does) 
not embed hairs. Tape comes off quickly and easily. Ne 
agonizing “inching-off”’, no painful “shock” removal, nc 
risk of trauma to newly healed wounds. 


“SCOTCH” IS A REGISTERED TRADEMARK OF 3M C 


EXCLUSIVE CONSTRUCTION: 


te 

LEFT: Macrophotograph of 
“SCOTCH” Surgical Tape shows 
totally microporous structure of 
both the non-woven fabric back- 
ing and the thin, non-reactive, 
non-mobile adhesive, which per- 
mit free passage of underlying 


te 
RIGHT: In contrast, traditional so- 
called “porous” tape allows ven- 
tilation only through widely 
spaced perforations. Thick “‘creep- 
ing’’ adhesive mass forms occlu- 
Sive barrier, tends to plug air 
holes, embed and pull hairs... 


perspiration and exudates. contains natural rubbers and res- 
S ins prone to cause irritation. 


| 
. 
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... EASIEST HANDLING 


...OUTHOLDS ALL PREVIOUS TAPES 


Fewer dressing changes are required. New synthetic copoly- “SCOTCH” Surgical Tape tears with remarkable ease, and 
mer adhesive used in “SCOTCH” Surgical Tape sticks fast does not tend to tangle, or stick to itself, rubber gloves or 
even during sitz baths or whirlpool treatments. Leaves no instruments. 

dirty residue for “cleanup”. No shelf deterioration. No waste — APPLICATION: Unlike conventional adhesive tapes, new “SCOTCH” Surgical 


Tape does not slip or “creep” and should ordinarily be laid on without 
tension. Where tension is desired or anticipated, shear stress on the skin 
may be prevented by cross strips of “SCOTCH” Surgical Tape at the ends 
of primary application. 


on end of roll. 


Available through all surgical supply dealers. Supplied in all usual widths, 
1 in. to 3 in., 10 yd. rolls. 
For further information, write to: 


Tiinnesora JUfinine ano JYJANUFACTURING COMPANY 
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Recoveries of accounts written off 


The American Hospital Association’s 
revised publication, Uniform Chart of 
Accounts and Definitions for Hospitals, 
has significantly changed the position 
of Account 107.2, “Recoveries of Ac- 
counts Written Off’ (page 64), from 


an income account to a balance sheet 
contra account. Why was this done? 


As in the case of many of the 
other changes in this revised man- 
ual, the Committee on Accounting 





how to 
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floor 4 
space 


Clarin Tablet Arm Chairs provide more efficient use 
of available floor space... enables you to get the 
maximum number of people in minimum areas. Used 


FOLDS FLAT! 


for training and board meetings, administrative staff 


conferences, patients’ activities, etc. 


GUARANTEED FOR TEN YEARS 
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tablet arm. 


FUNCTIONAL FOLDING CHAIRS 


Write Dept. 82TA and learn how Clarin’s full line 
of auxiliary seating for every occasion 


can serve you. 
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and Business Practices carefully 
considered the concepts and theo- 
ries applicable to this account. 

The Provision for Uncollectible 
Accounts Receivable is, at best, 
only a reasonable estimate, re- 
gardless of how scientifically they 
may be compiled. Also, the ac- 
counts which are charged off 
against the Allowance for Uncol- 
lectible Accounts and Notes Re- 
ceivable is an assumption on the 
part of the individual making the 
decision. It seems logical, there- 
fore, that the recovery on these 
accounts is not income, but rather 
a correction of the estimate and 
assumption made originally. The 
use of Account 107.2, Recoveries of 
Accounts Written Off, as suggested 
in the Association’s manual, serves 
at least two purposes. 


RECOVERIES ACCUMULATED 


First, all recoveries are accumu- 
lated in this account, which has 
been conveniently and purposely 
made a subaccount of the Allow- 
ance for Uncollectible Accounts 
and Notes Receivable. This ar- 
rangement provides for convenient 
comparison of these accounts, 
which should be carefully consid- 
ered when estimates are made to 
determine the Provision for Uncol- 
lectible Accounts Receivable for 
the next accounting period. 

Second, this account is closed to 
the Allowance for Uncollectible 
Accounts and Notes Receivable ac- 
count at the end of the period, the 
results of which will be an in- 
direct adjustment of income. 

To illustrate this, let us assume 
that a hospital determined by ag- 
ing or some equally sound method 
that its anticipated bad debts for 
the current year were to be $10,000; 
however, the accounts actually 
charged off amounted to only 
$9500. This, of course, leaves a 
$500 credit balance in the Allow- 
ance for Uncollectible Accounts 
and Notes Receivable account. 

In addition to this, the recov- 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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If your disinfectant 
or cleaner does not 
contain Santophen® 1 


.» OR LEAVE MANY MICROORGANISMS UNHARMED 


SANTOPHEN 1 DISINFECTANTS 
AND CLEANERS ARE POTENT 


Use-tested Santophen 1 (o0-benzyl-p-chloro- 
phenol) disinfectants kill both Gram-positive and 
Gram-negative microbes ...as well as fungi. The 
disinfectants are deadly to Staphylococcus aureus 
and tubercular bacilli. They do not “‘give up’’ like 
many other germicides. The broad-spectrum long- 
lasting kill power persists even in the presence of 
dirt. For example, blankets treated in dilute, luke- 
warm Santophen 1 solution stay germ-safe for 
weeks. 


THEY ARE PLEASANT 


Santophen 1 formulations have a mild, pleasant 
odor ...one that’s easily masked if desired. And 
these disinfectants won’t stain or damage clothing, 
hospital linens, upholstery fabric, or carpeting. 


THEY ARE SAFE AND MILD 


At recommended dilutions under normal-use con- 
ditions, Santophen 1 formulations provide a broad 
safety margin against skin irritation. 
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THEY ARE ECONOMICAL 


Santophen 1 disinfectants and cleaners give broader- 
spectrum antipathugen activity per dollar than 
any other phenolic-type germicide. 


As a potent weapon against the spread of ‘‘staph’’— 
Santophen 1 disinfectants and cleaners are available 
from leading formulators from coast to coast. These 
meet the most stringent standards for hospital, 
industrial and commercial applications. For detailed 
information and sources of supply, mail the handy 
coupon today. 


MONSANTO CHEMICAL COMPANY 
Organic Chemicals Division 
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eries of accounts written off 
amounted to $1000. If this amount 
were shown as an item of Other 
Income, undoubtedly it would be 
overlooked as it relates to the 
provision for uncollectible accounts 
and the allowance created there- 
from. 

Assuming further that for the 
next accounting period, in esti- 
mating the probable bad debts, it 
was decided that $10,000 of the 
accounts receivable again would 
prove uncollectible; however, by 
considering the recovery account, 


it is decided that approximately 
$1000 will be recovered in this 
accounting period also. Therefore, 
the net amount of probable bad 
accounts is $9000. 


SETTING UP ALLOWANCE 


To go one step further, the 
amount of the provision for un- 
collectible accounts and notes re- 
ceivable required to set up an 
allowance for uncollectible ac- 
counts and notes receivable of 
$9000 would be determined as fol- 
lows: 
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rescue breathing equipment 


instantly squeezes life-saving air into the victim’s lungs 
. +» helps restore breathing 


When breathing stops . . . and seconds count 
..- AMBU hand-operated resuscitator and 
foot-operated suction pump can be vital factors 
to save life in any respiratory emergency. 


e no electricity or oxygen required 


e always ready for instant use 


¢ efficient, simple to operate and clean 


* no time-wasting set-up 
explosion proof 


compact, light-weight, portable 


Write for additional information . . 
collect to OSborne 5-5200. ” 
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tion of fluids from the airway. 
Hatboro ,Pa. 
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Allowance for uncollectible 
accounts and notes receivable— 
1/1/60 $10,000 

Less accounts charged off 
during 1960 9,500 


Balance (credit)—12/31/60 500 
Plus recoveries of accounts 
written off 1,000 


Adjusted balance of allowance for 
uncollectible accounts and notes 
receivable—12/31/60 1,500 

Provision for uncollectible receiv- 
ables for 1961 7,500 


Total allowance for uncollectible 
accounts and notes receivable 
for 1961 $ 9,000 


It can be readily seen by the 
above computation that in addition 
to the allowance balance of $500, 
the consideration of the $1000 of 
recoveries is significant in deter- 
mining the amount of the Provi- 
sion for Uncollectible Receivables. 

This simple illustration is used 
to apply the theories advanced and 
does not pretend to meet all situa- 
tions nor to imply that these ac- 
counts in actual practice will wash 
out so conveniently. 

Since the provision for uncol- 
lectible accounts receivable is a 
reduction of the total revenue from 
services to patients we then, under 
this theory, propose that the re- 
covery of accounts charged off 
should also be recognized as it 
relates to this total. 

—Ray MATYLEWICZ 





Historical Materials Sought 


Information about the early 
days of the American Hospital 
Association is being sought for 
a projected history. 

Frank D. Hicks, former edi- 
tor of Hospital Management, 
who recently retired from the 
University of Chicago, is assem- 
bling the material. Those who 
have contributions for the histo- 
ry are asked to send them to 
Mr. Hicks at AHA headquarters, 
840 North Lake Shore Drive, 
Chicago 11, Ill. 

Among current needs are 
copies of a magazine called 
“National Hospital Record”, later 
“International Hospital Record”, 
which was published from 1897 
to 1913. Del T. Sutton, publish- 
er of this magazine, was active 
in the original planning of the 
Association. 

Search is under way for pic- 
tures and information on Mr. 
Sutton and the first four presi- 
dents of the Association: James 
S. Knowles, Cleveland; Charles 
S. Howell, Pittsburgh; Dr. J. 
T. Duryea, Brooklyn, and Capt. 
John H. Fehrenbatch, Cincin- 
nati. 
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This Modern Equipment Helps 
Preserve Your Priceless Reputation 


| EGUIPMENT | 


For many years Gomco 

equipment has proved a 
valued ally to surgeons, nurses and staff in achiev- 
ing the successful results that build reputation in 
the medical community. 
An outstanding example is the Gomco No. 927 
Explosion-Proof Hospital Unit for Suction and 
Ether Service. This double pump cabinet model 
offers the ultimate in safety. Quietly and depend- 
ably, it provides accurately-controlled ether-flow 
and precision-regulated suction. 


Gomco Aerovent® overflow protection —automat- 
ically prevents flooding of the suction bottle, thus 
protecting the pump from damage. 


Standard equipment of the 927 includes ether 
hook, suction tube, conductive rubber tubing and 
explosion- proof electrical connections, 


Your Gomco Dealer will gladly demonstrate the 
927, or any of the other models in the wide and Seen) $0: one tate Decal 
varied line of fine, reliable, easy-to-operate Gomco Suction and Ether Cabinet 


‘ ++. choice of surgeries where the 
equipment. Contact him today. finest facilities are demanded, 


GOMCO SURGICAL MANUFACTURING CORP. 


820-H E. Ferry St., Buffalo 11, N. Y. 


Distributed Outside the U.S. A. and Canada by: INTERNATIONAL GENERAL ELECTRIC COMPANY 
150 East 42nd Street, New York 17, N.Y. 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 
may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains more 
than 5000 nephrons. It is easy to see why a small 
abscess or edema in this area may occlude a por- 
tion of the papilla or the collecting ducts and may 
produce a functional impairment far in excess of 
that encountered in much larger lesions in the 
cortex.”’! 

The “exquisite sensitivity”?, of the medulla to 
infection (as compared with the cortex), highlights 
the importance of obstruction to the urine flow in 
the pathogenesis of pyelonephritis. “There is good 
cause to support the belief that many, perhaps 
most, cases of human pyelonephritis are the result 
of infection which reaches the kidney from the 
lower urinary tract.’”’ 


to eradicate the pathogens no matter the pathway 
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—a statesman-like service 


ANY HOSPITAL people have 
M. asked: 

1. What should be the extent 
of responsibility to be exercised by 
a state commissioner of insurance 
over Blue Cross rates? 

2. What should be the method 
by which Blue Cross compensates 
hospitals? 

3. What should be the proce- 
dures to provide assurance that 
Blue Cross compensation will not 
penalize hospital operating effi- 
ciency and subsidize waste? 

This triple-barreled question has 
greatly concerned hospital trustees 
and administrators in many parts 
of the country. In a strictly statu- 
tory interpretation, it has been 
argued that the state commissioner 
of insurance should limit his re- 
sponsibility to the efficiency of the 
Blue Cross operation and to the 
reasonableness of the Blue Cross 
projection of its financial needs. 

Fortunately, this limited defini- 
tion has not been the position 
adopted by many thoughtful hos- 
pital leaders, who understand the 
community service aspects of nos- 
pital services and the importance 
of demonstrating to the public that 
Blue Cross compensation is fair 
and equitable and that hospital 


NOVEMBER |, 1960, VOL. 34 


compensation based on cost does 
not necessarily open the door to 
waste and inefficiency. 

In a lengthy opinion and deci- 
sion, the superintendent of insur- 
ance of the State of New York, 
Thomas Thacher, has performed a 
statesman-like service not only for 
the hospitals in 17 counties in and 
about New York City, but also for 
hospitals the country over. He has 
tackled complex and difficult ques- 
tions of public policy and has set 
a pattern that can creditably be 
followed by commissioners of in- 
surance in other states. Although 
several matters covered in the 
opinion deserve further study and 
investigation, the public, Blue 
Cross and hospitals have each been 
well served by the careful thought 
which Mr. Thacher exhibits as he 
discusses question after question. 

In his opinion, the commissioner 
addresses himself both to the re- 
quest of the Associated Hospital 
Service of New York for an in- 
crease in premium rates and to 
the substantial changes in the 
method of compensating hospitals 
for services to Blue Cross sub- 
scribers. His discussion draws lib- 
erally on the Columbia University 
study of eight Blue Cross Plans in 
New York State, on information 
gathered by the New York State 


Joint Committee on Hospital Rates, 
on the American Hospital Asso- 
ciation’s “Principles of Payment 
for Hospital Care”, on statements 
by John J. Bourke, M.D., execu- 
tive director of the New York 
State Joint Hospital Survey and 
Planning Commission and on other 
sources of similar credibility and 
general acceptance. As a result, 
the opinion brings the best current 
thinking to bear on the points he 
covers. 

In turn, Mr. Thacher considers 
(1) three aspects of hospital re- 
imbursement; (2) costs of hospi- 
talization; (3) steps toward cost 
control; (4) the reimbursement 
formula proposed by the Associ- 
ated Hospital Service and its par- 
ticipating hospitals; (5) the han- 
dling of expenses of major repairs 
and allowance for capital improve- 
ments; (6) inbuilt controls, such 
as ceilings, floors and groupings; 
(7) retroactive rate adjustment; 
(8) reimbursement of proprietary 
hospitals; (9) costs of research, 
and (10) newborn patient day 
ratio. 

To every hospital-Blue 
negotiating committee, these sub- 
jects represent items for negotia- 
tion with the goal of a fair and 
equitable reimbursement formula 
so that, as Mr. Thacher says, 
neither Blue Cross nor its partici- 
pating hospitals should subsidize 
the other. 

After presenting such a com- 
plete discussion of the public’s in- 
terest in Blue Cross premiums and 
hospital costs, Mr. Thacher pro- 
ceeds to disapprove the proposal 
of the Associated Hospital Service 
on the grounds that the proposed 
reimbursement formula needed 
modification and that the Blue 
Cross projection of future financ- 
ing requirements was overesti- 
mated. It is to the credit of J. 
Douglas Colman, president of As- 
sociated Hospital Service, that he 
moved with such speed and te- 
nacity to develop formula modi- 
fications acceptable both to the 
Commissioner and to participating 
hospitals and to devise Blue Cross 
premium rates that will assure 
sound Blue Cross financing for the 
months ahead. 


Cross 
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REE CHALLENGES FOR 


1A Build a financially responsive 


by JEROME POLLACK 


roan HAS passed recently 
and almost imperceptibly into 
a new, decidedly different and de- 
cisive stage of its development. 
On all sides, physicians, hospitals, 
carriers and the public have begun 
to sense that they have entered 
a new terrain. Approaches that 
seemed appropriate yesterday no 
longer work. Previously accepted 
concepts and aims are being chal- 
lenged—are we seeking to protect 
people’s pocketbooks against seri- 
ous loss or forging an instrument 
for financing health care? Compe- 
tition is intensifying and leading 
in uncertain directions—is it im- 
proving or undermining the prod- 
uct; what will happen if insurance 
companies specialize in covering 
favorable risks at lower cost while 
Blue Cross and Blue Shield act 
as a repository for virtually all 
comers at higher cost? Growing 
attention is being paid to the cost 
of health care, and there is a rising 
public recalcitrance over rate in- 
creases in prepayment—is insur- 
ance contributing to excessive cost? 
Consumers are becoming more in- 
sistent in being heard, in gaining 
representation, in pressing for 
features that they deem necessary, 
even to the point of creating new 


programs. 

This article and the two that follow are 
based on presentations bv the authors at 
the Annual Conference of Blue Cross and 
Blue Shield Plans, April 3, 1960 at Los 
Angeles. 
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Prepayment, the author states, has 
passed into a new stage in its develop- 
ment. Old principles are being chal- 
lenged and new ideas are being de- 
manded. Health is not a fringe bene- 
fit, he declares. Prepayment must find 
new methods for financing care and 
still hold unalterable interest in the 
care rendered. The individual Plans 
must solve conflicting relationships in 
order to develop a responsive health 
care system, the author points out. 





Prepayment has entered a new 
stage in its history. The financial 
crisis that had precipitated action 
on prepayment has given way to 
financial stability. The political 
crisis that had threatened a gov- 
ernmental health insurance pro- 
gram has given way to an ac- 
ceptance of voluntary prepayment, 
at least for the great bulk of the 
population. But new pressing prob- 
lems have replaced these and new 
goals are needed. 

In the preoccupation with the 
pressures of the moment, as yet 
there is litthe awareness of the 
profoundity of the change. Never- 
theless, ready or not, we have en- 
tered a decisive period in which 
voluntary prepayment will have to 
clarify its aims, assume new re- 
sponsibilities and prove itself ca- 
pable of meeting the composite 
needs of consumers and purveyors 
in the sharing of cost and advance 


payment of a much larger propor- 
tion of health care, A strong vol- 
untary system can have an excel- 
lent life expectancy; a weak one 
will be hard put to outlast the 
decade. 


VERTICAL GROWTH 

The period of extremely rapid 
enrollment is over. Although the 
job is by no means finished and 
ways still have to be found to ex- 
tend coverage to the less easily 
reached segments of the popula- 
tion, to preserve it during lapses 
of employment and to continue it 
in old age, nevertheless, the spread 
of coverage is now well advanced 
and the future growth of prepay- 
ment will be more vertical than 
horizontal. Although a majority of 
the people are now covered, the 
extent of protection is still shal- 
low. The present protection could 
be doubled without straining the 
upper limits of insurability. Bar- 
ring unforeseen developments, by 
the end of the Sixties prepayment 
will probably cover virtually all 
private hospital care and most 
physicians’ services, and significant 
beginnings will be made with other 
segments of care now largely un- 
insured. People want and need 
more of their health care prepaid 
and they are ready to pay for it. 
In the preceding stage, prepay- 
ment was sponsored primarily by 
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PREPAY MENT: 


system through unity 


the purveyors of health care and 
by insurance companies following 
along similar lines. The consumers 
were relatively passive and ac- 
cepted what was available. Only 
recently have they discovered that 
the control of prepayment is large- 
ly in the hands of hospitals and 
physicians. Consumers are now 
questioning whether their interests 
have been adequately protected in 
the transaction. 

Now we see a rising consumer 
concern over cost, appeals to pub- 
lic bodies to review and regulate 
rates, requests for investigation of 
the conduct of prepayment, de- 
mands for greater consumer repre- 
sentation on the governing boards 
and a resumption of consumer. in- 
itiative in sponsoring plans that 
offer features not otherwise avail- 
able. 


LABOR AND PREPAYMENT 

Not without some reservations, 
labor is on the whole actively 
participating in and doing much 
to improve the voluntary system. 
On the other hand, the coalition 
that came together to avert legis- 
lation is now seriously split on 
how voluntary prepayment should 
be run, and even over what its 
aims should be. Many who were 
opposed to a governmental pro- 
gram were not really in favor of 
a voluntary one. These now resent 
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elements of compulsion in the 
voluntary system. Many are apa- 
thetic, and some are resisting the 
steps that have to be taken if the 
voluntary system is to succeed. 

The injection of prepayment, 
even to a limited extent, has pro- 
foundly altered the economics of 
health care; adaptive changes to- 
ward a new equilibrium are the 
essence of this new period. If pre- 
payment is now to grow vertically 
rather than horizontally, it must 
have deeper and more effective 
controls. Financial stability is not 
an issue, but financial equity very 
much is. Prepayment is not under 
serious threat of replacement, but 
it may need some of the impetus 
that came from that threat. 

The pressure for this new equi- 
librium has been felt most keenly 
by Blue Cross. Having ventured 
further into prepayment, Blue 
Cross sooner began to experience 
its strains. 

In return for prepayment, hos- 
pitals were willing to offer and 
to support service benefits. The 
standards of hospital prepayment 
rose quickly. The 120-day hospital 
service contract, now generally 
available throughout the country, 
remains one of the most valuable 
benefits in all prepayment. With 
a few minor improvements, Blue 
Cross can offer hospital protection 
of unassailable value. 


But the hospital service plans 
face the public with a relatively 
static offering. For what appear to 
be the same benefits, they require 
more money with greater regu- 
larity. This has produced for Blue 
Cross its most acute immediate 
problem. In the flush of post-war 
affluence, people had been only 
too glad to be able to pay for 
prepayment. But they were not 
prepared for the regular progres- 
sion of rate increases, and judging 
by what has happened, neither 
were the Plans. 


PUBLIC INQUIRY 


Most Plans approached the pub- 
lic with a congenital fear. Long 
accustomed to receiving support 
and deriving policy from an elite 
group, the hospital suddenly found 
itself dragged by prepayment into 
an intimate and crucial contact 
with the public at large, whose 
willingness not only to continue 
their regular payments but to sup- 
port rising cost of care has become 
critical. Yet, this is the least un- 
derstood and least developed as- 
pect of the hospital’s contact with 
the public. Many Plans were not 
reconciled to the public’s right to 
question their rates. Often it was 
difficult to pry from a Plan the 
data to justify the amount it was 
requesting. Any resistance to rate 
increases was regarded as destruc- 
tive, even when the necessity for 
an increase was conceded, but 
only the amount was at issue. 

True, the furor over rates has 
attracted hostile elements. There 
have been hit-and-run attacks. 
There have been “kangaroo court” 
proceedings by people alien or 
opposed to Blue Cross concepts. 
There have been attempts to com- 
pel Blue Cross Plans to adopt de- 
ductible and coinsurance features. 
There even have been pressures to 
outlaw service benefits and to pro- 
hibit Blue Cross from entering 
into contracts with hospitals. 

But excesses can usually be cor- 
rected and errors answered. Public 
inquiry is not a matter of manners 
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but of prerogative. People who 
agree to pay in advance for the 
full cost of hospital care have 
every valid reason for wanting to 
know that they are getting their 
money’s worth. And, there have 
been grounds for fearing that rate 
hearings and investigations might 
merely “whitewash” Blue Cross 
and “explain” the costs of care 
rather than investigate or justify 
them. 

As the rate controversies un- 
folded, the public found that Blue 
Cross rates involve many matters 
of judgment, methods, assumptions 
and practices over which there 
could be legitimate differences. 

Prepayment was intended to in- 
crease the utilization of hospitals. 
If it had not restored occupancy, 
the hospitals would have failed. 
But there was no reason to assume 
that it would stop at the right 
point. Prepayment has stimulated 
some faulty utilization which needs 
to be corrected by direct controls 
and obviated by broader benefits 
to reduce the economic incentives 
for needless hospitalization. 


INTRINSIC ISSUES 


The cost of care, the propriety 
of formulas for paying the hos- 
pitals, the impact of bed supply 
on the cost of prepayment, the 
amounts allocated by prepayment 
plans for reserves and for oper- 
ating costs, the content of bene- 
fits, the composition of governing 
boards and the rights of subscrib- 
ers all require thoughtful, careful 
and competent exploration. These 
issues are intrinsic and are not 
being raised to embarrass Blue 
Cross. They are not a matter of bad 
“breaks,” bad timing, bad pub- 
licity or bad people. Nor is the 
answer to find some formula to 
reassure the public that all is well. 
This omits an essential step that 
has led to the requests for inde- 
pendent examination of prepay- 
ment by competent and publicly 
oriented professional investigators. 
While Plans have often grown 
panicky at mere grumbles from 
the public, they have also failed 
to sense the gravity and appropri- 
ateness of public concern over the 
conduct, cost and content of pre- 
payment, and most of all, they 
have underestimated the support 
that could come for a good prod- 
uct and sound principles. 


34 


If the public wants service bene- 
fits, it must be prepared to pay 
for the legitimate increases in their 
cost. But its continued confidence 
requires valid assurances that un- 
warranted costs are being scrupu- 
lously resisted. 

The rate pressures have revealed 
the unresolved status of Blue 
Cross. When Blue Cross acts in its 
original role as agent for the hos- 
pitals, it gets into trouble with the 
public and is ordered to bargain 
“at arms’ length” with the hospi- 
tals on behalf of subscribers. When 
it attempts to side with the public 
in advancing strict reimbursement 
formulas and the like, Blue Cross 
runs into difficulty with its con- 
stituent hospitals. 

Prepayment can and must serve 
both masters. Controls can be 
compatible with a voluntary sys- 
tem. Voluntarism is not anarchy. 
Nothing is better calculated to 
bring compulsion than an unwar- 
ranted voluntarism in the face of 
abuse or a one-sided approach to 
at least a two-sided problem. 

Some of the mounting tensions 
have been suspended to await the 
outcome of investigations now in 
progress. There may be some 
danger in expecting too much 
from the investigations. The public 
turned to them partly because it 
was at a loss in knowing what to 
do, and it may have asked some 
investigating bodies to do more 
than they really can. The studies 
may clarify some of the ingredi- 
ents: the need for timely and 
sound decisions will remain as ever 
with the hospitals, the plans and 
the public. 


ILLUSION OF SECURITY 


The illusion of security offered 
by deductible and coinsurance and 
the promise of controls that they 
seem to hold has made otherwise 
conservative institutions remarka- 
bly adventuresome. Originally in- 
tended as a modest experiment, 
major medical insurance dominated 
most of the past decade and gave 
Blue Cross and Blue Shield their 
greatest setback. It appeared to 
offer a simple way to extend the 
scope of benefits broadly, to con- 
tinue protection for years instead 
of months, to keep costs under 
control or even reduce them, to 
relieve prepayment of unpleasant 
policing responsibilities and to re- 


store proper objectives for health 
insurance. 

Mounting losses, however, have 
dampened hopes that coinsurance 
and deductible would neatly con- 
trol cost and sustain the needed 
large-scale extension of benefits. 
A reappraisal is now under way. 

The rejection of indemnity by 
one of its principal sponsors is a 
good sign that indemnity is on its 
way out. Major medical focussed 
much attention on the need for 
controls; even if coinsurance and 
deductible fail as controls, the 
issue of valid and workable con- 
trols can no longer be put off. 

But, major medical insurance 
showed that even the more conser- 
vative elements of society will not 
wait for more comprehensive pro- 
tection. Fundamentally, it was a 
venture into comprehensive and 
long-term protection without med- 
icine’s backing. It showed that 
economic controls addressed pri- 
marily at the subscribers will not 
work—at least alone. It showed 
that insurance cannot merely re- 
imburse people for care and as- 
sume that the utilization of care 
and charges for it will remain un- 
affected. Thus, by an interesting 
evolution, a form of insurance that 
originally disparaged fee schedules 
is quite likely in actual operation 
to prove to be a potent force for 
settling the fees to be charged 
insured patients. In spite of its 
original intentions, major medical 
is proving to be another demon- 
stration of the need for commit- 
ment by physicians and hospitals 
and for direct rather than eco- 
nomic controls. 

Even though the medical pro- 
fession may not be contractually 
tied to major medical, it is impli- 
cated, committed and judged by 
its performance under major med- 
ical as under any form of health 
insurance. The only course open 
to the profession is to participate 
in prepayment and to make it 
work. Medicine will have to decide 
how it wants to participate; how 
much through plans of its own 
sponsorship; how much through 
others. But, it can never escape 
its commitment. 


SUBSCRIBERS RECEPTIVE TO PLANS 


Jolted by higher-than-expected 
costs, subscribers to major medical 
plans are again receptive to good 
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basic Plans. Blue Cross and Blue 
Shield Plans now have a great 
opportunity for regaining leader- 
ship. But subscribers are not like- 
ly to return to the limited Plans 
that prompted them in the first 
instance to adopt broader benefits. 

Blue Cross and Blue Shield Plans 
have something that major medical 
never had: a close working par- 
ticipation of hospitals and physi- 
cians. With this head-start, it is 
now possible to make vast progress 
in needed extensions of prepay- 
ment and to recapture leadership. 
A whole progression of new bene- 
fits ranging from very modest in- 
crements to truly comprehensive 
prepayment would find an eager 
market. However, Blue Cross and 
Blue Shield do not appear to be 
ready for this development. They 
have been slow in advancing ex- 
tended benefit contracts of their 
own. Instead, a great many have 
adopted carbon copy imitations of 
major medical plans. To enter the 
field today with these unimagina- 
tive imitations is to misread all 
of the signs. 


RESPONSIVE TO THREATS 


But, the voluntary system has 
responded to threats—the threat of 
legislation or of competing plans. 
When the threats have abated, 
progress has perceptibly slowed 
down and at times reverses have 
occurred. The obvious lesson for 
those seeking more comprehensive 
and more advanced protection 
would be to build ever bigger and 
more menacing threats. 

But medicine has a much more 
positive role to play than warding 
off the threats of legislation or of 
competing plans. Only through 
medicine’s commitment to prepay- 
ment, only through its active sup- 
port, only by being directly in- 
volved in advancing what is good 
for prepayment, only when it 
recognizes the advantages of a 
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mature system of prepayment, are 
we going to have the kind of pre- 
payment that we want and need 
in America. 


SIN OF BLUE CROSS 


There is a widespread notion that 
the original sin of Blue Cross and 
Blue Shield was to depart from 
traditional insurance precepts and 
that if only they would acknowl- 
edge their error and operate like 
insurance companies, a great many 
difficulties would disappear. The 
classic principle that insurance 
should replace large financial 
losses has long left in doubt 
whether health care is an insur- 
able risk at all, although this 
hasn’t prevented insurance com- 
panies from entering the field. 
Plans offering service rather than 
monetary benefits, covering small 
as well as large expenditures and 
care that the insured himself can 
occasionally initiate, are bound to 
have inferiority feelings in flaunt- 
ing the theories of multibillion 
dollar competitors with so much 
longer experience. 

On closer inspection, however, 
these principles are less immuta- 
ble than they seem. Actually, they 
are honored more in the text than 
the home office—this is what has 
made insurance companies so truly 
strong and effective. 

Insurance does not always re- 
place losses. The proceeds of life 
insurance frequently go to bene- 
ficiaries who have suffered no 
pecuniary loss whatever by the 
death of the insured. Insurance 
does not always replace large 
losses; in competition with the 
motor clubs—the service plans in 
automobile road service—$3 and 
$5 claims are routinely insured 
and we hear few complaints that 
it costs more to settle the claim 
than the benefit is worth. Insur- 
ance goes beyond cash benefits to 
provide direct service, as for ex- 


ample, legal defense in automobile 
liability actions. When required, 
as under workmen’s compensation 
legislation, insurance has gone all 
the way into preventive care, 
fully-paid medical service benefits, 
rehabilitation and cash income re- 
placement. Some day it will prob- 
ably do the same for non-occupa- 
tionally disabled. Insurers proclaim 
that people should budget for 
periodic health examinations and 
that this is not a function of in- 
surance. But the very same car- 
riers provide for savings as a 
well-accepted function of life in- 
surance. Is there any real reason 
why health insurance could not 
likewise encourage people to save 
for the periodic health examination 
and, by settling the financing, 
stimulate them to avail themselves 
of this important instrument of the 
early detection of disease? 


HEALTH CARE INSURANCE 


Health care is one of the most 
complicated and important con- 
tingencies to which insurance 
methodology has ever been ap- 
plied. It would be strange indeed 
if principles previously developed 
with other and generally simpler 
contingencies would fit health care 
without modification. Yet, these 
classic insurance preferences have 
long had an inhibiting influence 
in the development of prepayment, 
tending to make health care con- 
form to insurance, rather than in- 
surance more responsive to health 
needs. 

For a time, Blue Cross and Blue 
Shield appeared enroute to evolv- 
ing a higher form of insurance. 
They were proud of the distinction 
to the point of calling themselves 
prepayment. The people sensed, if 
they didn’t fully understand, the 
attempts to spread the risk broad- 
ly over the community, the strug- 
gles to apply insurance methods 
to a new contingency requiring 
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new concepts and new approaches, 
the health-supporting orientation 
that came from the close participa- 
tion of hospitals and physicians, 
and the concept of community 
service as expressed by community 
representation on its governing 
boards. The public responded with 
support and confidence. Recently, 
the tendency to imitate insurance 
companies has greatly increased. 
Terminology and concepts have 
been drifting closer to commercial 
usage. The move toward experi- 
ence rating, in many cases, greatly 
advances the transformation. 


PROBLEMS OF BLUE CROSS 


Blue Cross and Blue Shield can- 
not hope to beat the insurance 
companies at their own game. 
They do not have the money, the 
resources, or depth of management. 
If Blue Cross and Blue Shield be- 
come just another set of insurance 
companies, they can expect to de- 
rive at best only a temporary ad- 
vantage in the market because of 
tax advantages and what competi- 
tors call “discounts”. These are of 
insufficient magnitude and in the 
long run will not prevail. The 
more Blue Cross and Blue Shield 
resemble insurance companies, the 
less they deserve any special con- 
siderations from participating hos- 
pitals and physicians, and in their 
taxes. It is mostly the communi- 
ty service aspects which justify 
such concessions. When community 
rating is gone, these advantages 
are likely to go too. 

True, consumers have been in- 
consistent, some demanding divi- 
dends, many indifferent, and only 
a few supporting community rating. 
But, in this phase of prepayment, 
consumers have been less organ- 
ized and less sophisticated than 
the prepayment Plan itself. The 
long-term strength of the volun- 
tary system will greatly depend 
on its risk sharing base. The fur- 
ther the progression into experi- 
ence rating the narrower is the 
base of prepayment. Under some 
Blue Cross Plans with experience 
rating, the cost of hospital service 
benefits alone for a family exceeds 
$25 a month, about twice the com- 
munity rate. Who are the “bad” 
risks? They are predominantly 
groups with a large number of 
women, with many older people, 
or whose families are blessed with 
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a large number of children. Shall 
they be denied protection or forced 
to accept damaging compromises 
because the risk-sharing mechan- 
ism would not accommodate their 
greater needs? To permit such 
conditions, in a field so vital, is 
to run headlong into governmental 
intervention to order or achieve 
a broader sharing of the cost. 

If Plans reject community rating, 
they should be prepared to accept 
the consequences. If they still be- 
lieve in community rating, they 
should take active steps to resist 
its rapid erosion by explaining to 
the public what is at stake. Com- 
munity rating has often been given 
up by those who believe in it, 
where a strong stand and an ade- 
quate explanation might have won 
the day. It is worth a better fight. 
One opportunity for strengthening 
community rating, if there is a 
reawakening in this. direction, 
would be around new expanded 
contracts that could be offered 
uniformly to the community. 


“THIRD PARTY” PAYMENT 


Prepayment has been called 
“third party” payment. The fear 
that some third party would inter- 
pose itself between physician and 
patient and interfere with medical 
practice has led to an attempt to 
erect a Chinese Wall between pay- 
ment and treatment, broken only 
by a cashier’s window. But pay- 
ment alone inseminates practice. 
After observing the many ways in 
which insurance influences wheth- 
er, when, where, by whom and, to 
some extent even, how care is 
rendered, I have coined the word 
insurogenic medicine to call atten- 
tion to the powerful influence that 
prepayment exerts on practice. In- 
surogenic medicine is an invisible 
third party. It is practiced by 
nearly everyone—agents, brokers, 
insurers, employers, unions, wel- 
fare funds and many others. To 
the extent that money is injudici- 
ously and unwisely applied to 
health care, it can become a more 
harmful barrier between patient 
and physician than was feared 
when the third party fallacy was 
conceived. 

There is no such thing as a 
“third party” payment. There al- 
ways are more parties to the 
transaction. In prepayment, re- 
sponsibility is shifted from the pa- 


tient to those who agree to pay— 
to the patient himself when well, 
to his employer, union, associa- 
tion or welfare fund—and through 
them to a prepayment plan or in- 
surance company. There is a simi- 
lar delegation of responsibility 
from the physician to the medical 
society, from the hospital to its 
association and to their prepay- 
ment plans. In the rapid course of 
events, neither patient nor physi- 
cian was fully ready to delegate 
this responsibility, nor were the 
recipients ready to assume it. 

The patient wants the most 
complete protection. It is he who 
suffers from the limitations in cov- 
erage. But when well, he is more 
concerned with the regular pay- 
ments that he and his employer 
incur. Fundamental though they 
are, the patient’s needs alone can- 
not govern. Group purchasers may 
properly reject poorly conceived 
protection—such as dread disease 
insurance—from which the patient 
might have benefited. 

But health refuses to remain a 
fringe matter. Increasingly, labor 
and management are setting aside 
collective bargaining antagonisms 
—at least after bargaining is over 
—and recognizing that as co-con- 
tributors and co-beneficiaries, they 
have less to gain by struggling 
with each other over who pays 
how much, and more to gain from 
improved protection. Gradually, a 
consumer’s interest is emerging, as 
purchasers set objectives and con- 
cern themselves with benefit de- 
sign, value and the end-product 
of good care. 

The physician-medical society- 
prepayment plan relationships are 
more complicated and unsettled. 
Physicians have many legitimate 
complaints about imperfections in 
fee schedules, inequities in the 
weight given and in the flow of 
benefits to various segments of 
the profession. In the preoccupa- 
tion with surgery, internal medi- 
cine and other specialties have un- 
questionably been neglected. Many 
of the objections raised by physi- 
cians against prepayment actually 
arise out of unresolved difficulties 
in these very complex relation- 
ships, as medical societies set fee 
schedules, mediate over charges 
and move further into prepayment. 
Labor and medicine regard each 

(Continued on page 126) 
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HESE ARE really eventful times 
for Blue Cross and its member 
hospitals. From that beginning in 
Dallas, the Blue Cross idea has 
grown prodigiously, but there are 
evidences that growth may have 
stalled and that a breakthrough of 
new patterns of benefits is needed 
to meet the public’s needs and 
stimulate a new phase of expan- 
sion. With costs of care rising and 
nearly half of all hospital income 
coming from Blue Cross alone, 
the tremendous size and financial 
power of Blue Cross have devel- 
oped strains in the relationship 
with the public and with hospitals; 
recently these strains have become 
more noticeable. 
The aggressive competition of 
commercial insurance has _ also 
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EE CHALLENGES 
PREPAYMENT: 


2. Tighten the link 


with “great medicine’ 


by RUSSELL A. NELSON, M.D. 





The tremendous growth and change 
which have occurred in medical prac- 
tice, treatment and research and the 
expansion and change in hospitals have 
produced new areas of concern for Blue 
Cross, the author states. If Blue Cross 
is to be more than hospital insurance, 
a stronger more efficient reorganiza- 
tion program should be adopted which 
will re-examine the relationship be- 
tween Blue Cross and the whole field 
of medicine, the author concludes. 





produced strains and has left to 
Blue Cross the unfavorable risks 
—those with higher incidence of 
hospital usage or, to put it an- 
other way, those with greatest 
health need. In some parts of the 
country, pressure to meet this 
competition has made it difficult 


to distinguish Blue Cross Plans 
from commercial insurance—a 
dangerous trend for the future of 
voluntary hospital care and vol- 
untary prepayment. 


REORGANIZATION PROGRAM 


We hope that the reorganization 
program which the Blue Cross 
Plans and the American Hospital 
Association are in the process of 
evolving will provide more effi- 
cient mechanisms to solve our 
problems—better benefits, greater 
strength in meeting competition, 
better controls on costs and utili- 
zation, sounder hospital financing; 
better hospital-Plan relations and 
better public understanding. This 
organizational move does not di- 
minish or solve the problems fac- 
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ing Blue Cross, but it may make 
it possible to deal with them more 
effectively. 


AREAS OF CONCERN 


Today, the effects of prepayment 
and voluntary health insurance on 
medical practice, medical teaching 
and medical research are some 
facets of Blue Cross which are not 
talked about or worried about 
enough. As a physician, teacher 
and hospital administrator in a 
university setting where there has 
been great emphasis on clinical 
instruction, medical research and 
residency training, and in work 
with other hospitals and Blue Cross 
and Blue Shield boards, I have 
seen great changes take place in 
medical practice, education and 
research in the hospital. Many of 
these changes occurred as a result 
of social changes brought about 
by high prosperity, inflation and 
the spread of health insurance. 

In speaking about these changes, 
I would like to use a term em- 
ployed by the late Dr. Alan Gregg 
of the Rockefeller Foundation in 
defining the whole of medicine. In 
1953, Dr. Gregg, in speaking of 
the absolute interdependence of 
teaching, practice and research in 
medicine, created the term “Great 
Medicine” to express not only the 
interdependence but also the re- 
sult which occurs when the triad 
is properly developed. In consid- 
ering the circumstances affecting 
Great Medicine, Dr. Gregg held 
that there are “forces in play that 
are strong enough and intimate 
enough to change the organization 
and methods and perhaps some 
of the immediate objectives of 
medical practice, teaching and re- 
search.” I should like to examine 
the relationship of one of these 
forces—voluntary prepayment in- 
surance—as it pertains to each of 
the three major segments of Great 
Medicine—medical practice, medi- 
cal teaching and medical research. 


GROWTH AND CHANGE IN MEDICINE 


During the thirty years that has 
marked the growth of Blue Cross, 
there has been a corresponding 
tremendous growth in the sciences 
of medicine. The context of today’s 
medical practice is substantially 
different from that of the thirties. 
For example, in the early thirties, 
pneumonia was one of the most 
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common fatal diseases. It struck 
terror into the hearts of families. 
Now, with the development of 
sulfa drugs and antibiotics, it is 
controllable. For persons with con- 
genital heart disease, there was 
very little we could do thirty 
years ago except to restrict their 
activities. They became chronic 
patients. Now, with the dramatic 
advances in cardiac surgery, oper- 
ations can correct the deficiency 
and return the individuals to use- 
ful lives. Mastoiditis was an infec- 
tion with complications that in- 
included brain infections as well as 
permanent impairment to hearing. 
The sulfa drugs and antibiotics 
have improved the treatment of 
mastoiditis to the extent that mas- 
toidectomies are sO uncommon in 
hospitals nowadays that young 
physicians and medical students 
have trouble getting adequate 
training in the procedure. Even 
spinal meningitis has been brought 
almost entirely under control by 
the sulfa drugs and penicillin. The 
same is true of bacterial endocar- 
ditis, in which recovery once was 
so uncommon that it stimulated 
special care reports. 

The development of antibiotics 
and sulfa drugs during World War 
II has greatly improved the pro- 
tection against peritonitis from ap- 
pendicitis or other perforations of 
the intestinal tract. This control 
of infection has made _ possible 
more extensive surgery of any ab- 
dominal organ and has increased 
our surgery admissions. Blood 
transfusions are now so easy and 
safe that massive surgery has be- 
come a real possibility. When 
Blue Cross was just getting start- 
ed, blood transfusions were major 
surgical procedures given only in 
the larger hospitals, and they us- 
ually required the services of two 
or more physicians to administer 
personally. 

At the time Blue Cross was be- 
ginning, outbreaks of poliomyeli- 
tis of varying degrees were regular 
summer occurrences. We still have 
some polio, but the use of vaccine 
has been so successful that one 
can predict it will not occur in the 
future to the extent that it has in 
the past. 


GROWTH AND CHANGE IN HOSPITALS 


Along with the growth and the 
change in the practice of medicine, 


there has been a growth and 
change in hospitals. In 1931, there 
were 4300 general hospitals with 
385,000 beds. Now there are some 
5500 with approximately 720,000 
beds. In 1931, there were 6,000,000 
admissions to those hospitals. Now, 
there are almost 23,000,000— 
nearly four times as many. 

Together with the increase in 
the quality of hospital services 
provided, there has been an in- 
crease in their scope and compre- 
hensiveness. Much of the treat- 
ment now provided in hospitals 
was unknown 30 years ago, the 
great majority of the drugs now 
prescribed were not on the shelves 
then; x-ray procedures which were 
then experimental are now rou- 
tine. In many other ways, hospital 
services have grown and enlarged. 
For instance, in 1935, only about 
37 per cent of all births occurred 
in hospitals, and the maternal 
death rate was 58 for every 10,000 
births. Now, the figures are 97 
per cent and four per 10,000. 

In recent years, attempts have 
been made to compensate for the 
loss of the general practitioner and 
the increased fractionalization of 
medicine brought about by spe- 
cialization. These efforts have been 
made by using the device of group 
medical practice, which has now 
grown to be a fully respected 
method of practice even though 
strongly opposed in early days. 


EFFECT ON BLUE CROSS 
What has been the effect on 


Blue Cross of all these changes in 
medical practice and how has Blue 
Cross itself actually brought about 
some of these changes? 

As Great Medicine grew in con- 
tent, it became more and more 
essential that there be sound fi- 
nancing of medical services. Blue 
Cross came on the scene and ap- 
peared to provide a partial an- 
swer to the financing problem. 
Blue Cross, with its payments for 
hospital developed services, tended 
to enlarge the role of the hospital 
in medical practice—to create a 
hospital orientation for good med- 
ical practice. Possibly even the 
presence of Blue Cross forced too 
much medical practice into hospi- 
tals when it could have been done 
in doctors’ offices or at the pa- 
tients’ homes. 

Blue Cross service benefits 
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helped to provide emphasis on the 
scientific examination of patients; 
there developed greater use of x- 
rays and laboratories. This in- 
creased use of x-rays and labora- 
tories led to the rapid growth of 
the specialties of radiology and 
pathology with the resulting ten- 
sions we now experience with the 
physicians in those fields. 

The hospital-oriented Blue Cross 
created tremendous pressures in 
many areas for more hospitals, 
for more beds. Prepayment and 
the Hill-Burton programs provided 
the means. There is some evidence 
that there are too many beds in 
some places—notably in or near 
our larger cities. And there is also 
evidence that these pressures and 
others resulted in the creation of 
too many small rural hospitals 
where the professional standards 
are too low. 

Great Medicine has brought to 
the public much better and much 
more expensive health care. Blue 
Cross has brought to the public 
a much greater consciousness of 
the costs of health care—it is no 
longer just the one person who 
goes into the hospital who is con- 
cerned about the cost, it is also 
the five to ten others who did not 
enter the hospital but who shared 
the cost of the one who did through 
payment of Blue Cross premiums. 
And there arise cries of over- 
utilization of hospital facilities— 
the familiar cries of abuse and 
misuse. Although we tend to be- 
little these charges as baseless, it 
is a fact that much of the public 
is uneasy over the possibility that 
someone else may be benefiting, 
unjustly, at their expense. 


SUCCESS OF BLUE CROSS 


The success of Blue Cross in 
meeting the need for hospital serv- 


ices of Great Medicine led to in- 


creasing demand for protection 
against medical and surgical costs 
for the hospitalized patients. Blue 
Shield, in attempting to meet this 
need on a service basis, has run 
into serious conflict with the 
traditional “charge according to 
means” economics (called by some 
“Robin Hood economics”) of med- 
ical practice. Disputes have also 
risen among the specialists groups, 
and great efforts are made to re- 
move x-ray and pathology services 
from hospital coverage and place 
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them in Blue Shield. In some 
places, charges are made that phy- 
sicians use Blue Shield coverage 
as a mechanism of increasing their 
usual fees. 

In general Blue Cross has main- 
tained its service principle and 
cost of reduced charge method of 
paying hospitals; Blue Shield tends 
more to indemnity, rising fee 
schedules—and to exclusion of 
hospital-physician services. 

These differing approaches by 
Blue Cross and Blue Shield limit 
severely the ability of the non- 
profit voluntary insurance to ex- 
pand in coverage. 


EXPANDING COVERAGE 


It surely is necessary to con- 
tinue and to expand professional 
services available through hospi- 
tals and through Blue Cross while, 
at the same time, preserving the 
personal nature of medical prac- 
tice. This can be done through 
Blue Shield as well. If the con- 
viction grows that Blue Shield 
continues to increase its tendency 
to see the problems from the point 
of view of the professions only, 
some believe that these needed 
expansions may have to be under- 
taken by Blue Cross. 

Benefits should be extended to 
ambulatory patients in outpatient 
departments and doctors’ offices, 
to nursing homes, to chronic hos- 
pitals and to those sick and in- 
jured who might best be treated 
in their homes. Prevention and 
rehabilitation should be fostered, 
not held back as under some of our 
present practice. 

Concurrent with Blue Cross ex- 
pansion of the area of coverage 
will have to be action by hospitals 
and their medical staffs to provide 
services. Strong hospital associa- 
tions and councils need to be de- 
veloped to promote good, efficient 
hospital facilities and, by working 
with hospital medical staffs, to 
develop effective evaluation pro- 
grams on utilization and increase 
in services. 

Hospitals and Blue Cross should 
develop stronger methods of re- 
view and analysis of hospital op- 
erations and cost. These efforts 
should be made public. The days 
of keeping our operational infor- 
mation secret are gone. Indeed, in 
many places, we need to develop 
and install the basic accounting 


and statistical methods to get the 
information. 

Thus, Blue Cross, coming along 
at the same time as a near revolu- 
tion in medical science, has been 
part of a remarkable change in 
medical practice. This has in- 
cluded a marked increase in spe- 
cialism, use of radiology and di- 
agnostic laboratories and a marked 
increase in the role of the hos- 
pital. 


BLUE CROSS AND MEDICAL EDUCATION 


Between the two world wars, 
remarkable advances were made 
in the quality of medical school 
education. Professional pressures 
and public opinion, enlightened by 
the famed Flexner report, forced 
the closure of substandard schools, 
Where there once were more than 
160 medical schools (many of 
which were little more than “di- 
ploma mills’) there are now 85 
Grade-A schools of medicine, al- 
most all of which are affiliated 
with universities. American medi- 
cal education is now generally 
recognized as superior to that of- 
fered in most other places in the 
world. This is a reversal of the 
situation of years ago when the 
ambitious young American doctor 
went to Europe to study; now the 
foreign medical graduate comes to 
the United States to further his 
medical education. 

Although the number of medical 
schools has increased only slightly 
since the days of the ‘great 
purge,” there has been a slow but 
definite increase in the number of 
graduates. Whereas 81 medical 
schools graduated 2500 physicians 
in 1922, 85 schools graduated 
nearly 7000 physicians in 1959. 
To date, this increase has resulted 
in the maintenance of a fairly 
steady ratio of about 130 physi- 
cians to every 100,000 people. 
However, reports prepared for the 
Department of Health, Education 
and Welfare express concern that 
we will need a much greater pro- 
duction of physicians to keep pace 
with our rapidly expanding popu- 
lation and the need for medical 
research scientists. It is believed 
that the number of graduates must 
be increased from the present 
7000 a year to about 11,000 by 
1975 in order to maintain the 
present physician /population ratio. 
To accomplish this, the recom- 
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mendations call for a moderate 
increase in output of existing 
schools and an increase in the 
number of medical schools by 
about 10 to 15. 

Much of medical education takes 
place in a hospital. Here we have 
a chance to form the student’s fu- 
ture understanding of not only 
scientific bedside medicine but also 
his feelings for people and his 
attitudes towards the socio-eco- 
nomics of medicine, his concept of 
the hospital, its finance, prepay- 
ment and medical practice. 


FINANCE MEDICAL EDUCATION 


All efforts must continue to 
finance medical student education 
through educational channels, but 
to the extent that a hospital is 
responsible and, in view of actual 
medical student help in giving 
high quality care, a case can be 
made for including some of these 
costs in the patient or subscriber 
bill. 

More and more government fi- 
nancial aid will be needed by med- 
ical schools. Too much government 
will be a bad thing. Perhaps Blue 
Cross, in the interest of getting 
enough high quality doctors for 
future subscribers, could give di- 
rect aid to the schools. Add three 
per cent or so to all Blue Cross 
premiums and support for the 
added schools would be found. 

The best medical education has 
long been associated with hospital 
and medical services to charity pa- 
tients. And—here I’d like to quote 
Dr. Alan Gregg again—‘‘con- 
versely, it has been long since 
true, though not widely recog- 
nized, that the charity patients of 
teaching hospitals receive better 
diagnosis and treatment than many 
a private patient in a nonteaching 
hospital.” “It is high time,” Dr. 
Gregg said, “that the general 
public understood the advantages 
of going to a teaching hospital, for 
being used for teaching invokes 
some additional attention given to 
diagnosis, treatment and care, be- 
cause all three are exposed to a 
far larger number of critics and 
questions in a teaching hospital 
than elsewhere.” 


NEED FOR CHARITY PATIENTS 


But what about the charity pa- 
tient and medical education today? 
With the advent of Blue Cross and 
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other health insurance, the num- 
ber of charity patients has been 
substantially diminished. Consider 
the implications of the fact that 
more than half of our medical 
graduates come from schools lo- 
cated in areas of greatest Blue 
Cross saturation—New York City 
and the cities of upstate New 
York, Philadelphia, Boston, Balti- 
more, Washington, Chicago, De- 
troit, Minneapolis, St. Louis and 
the three large metropolitan areas 
in Ohio. The Blue Cross coverage 
in those cities ranges up to 75 per 
cent in Washington and averages 
nearly 50 per cent over-all. Then, 
allowing for the person who pays 
his own bill, with or without the 
help of indemnity insurance, what 
remains is a relatively small num- 
ber of charity or indigent patients 
available for medical teaching. 

With this diminution in the 
number of charity patients, it ap- 
pears to be logical that we turn 
to private patients as teaching 
subjects. This already is being 
done in many places and, I be- 
lieve, is a development which 
should be encouraged by Blue 
Cross. It is not the patients, how- 
ever, who object in large enough 
numbers to make their use in 
teaching a real problem. Actually, 
the patients often appreciate the 
extra attention and care they re- 
ceive. The real issue is the private 
doctor. 


NEED FOR INTERNS AND RESIDENTS 


This situation of the adequacy 
of teaching material applies even 
more dramatically in internship 
and residency training in the hos- 
pitals. 

Although the university teach- 
ing hospitals have provided the 
leadership and a great deal of the 
internship and residency training, 
a substantial portion is done in 
unaffiliated hospitals and is inter- 
woven into the fabric of com- 
munity medicine. It has been the 
needs of community medicine that 
have brought the problem of for- 
eign medical graduates to the fore. 
There are 12,000 internships avail- 
able, but medical schools in the 
United States are graduating only 
7000 physicians a year. The bright, 
ambitious American graduates 
naturally gravitate to the larger 
teaching hospitals, leaving the 
nonteaching, nonaffiliated hospi- 


tals with a void in their house 
staffs. For the past several years, 
this void has been filled by foreign 
medical graduates who are anxious 
to further their careers in the 
United States. While many of 
these graduates are of superior 
quality, many more come to these 
shores with inferior training from 
schools of doubtful quality. This 
is the year of decision for these 
foreign medical graduates and for 
the hospitals that employ them. 
Hospitals who continue to employ 
foreign medical graduates who 
have failed to meet the certifica- 
tion standards of the Educational 
Council for Foreign Medical Grad- 
uates may face loss of approval of 
their training programs. 


INFLUENCE OF BLUE CROSS 


Blue Cross has been a prominent 
factor in the growth of hospitals 
and has been one of the major 
effectuating mechanisms in mak- 
ing possible the growth of special- 
ism through popularization of the 
diagnostic and special therapeutic 
facilities. As the result of the 
increased public usage of hospitals, 
there are greater needs for 24- 
hour medical coverage and for the 
services of experienced residents. 
But Blue Cross and Blue Shield 
have tended strongly to set up 
forces that put more and more 
patients in the hands of personal 
physicians and surgeons, leaving 
serious problems regarding the 
number of patients available for 
teaching in the residency system. 
Great disputes and outright fights 
occur in some areas about the use 
of Blue Cross and Blue Shield pa- 
tients for residency training pur- 
poses and about what happened to 
fee payments for the services of 
residents and full-time teachers. 
Actually, it has been estimated 
that in Maryland, which has a 
well-developed residency training 
program, the program can be sus- 
tained by continuing to care for 
a small per cent of the Blue Shield 
covered patients. It doesn’t seem 
that this should pose a real threat 
to the economic security of private 
medical practitioners. 

In addition to the training of 
interns and residents, hospitals 
are obliged to provide the educa- 
tion and training of a great variety 
of other personnel—nurses, med- 
ical technicians, dietitians, physical 
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and occupational therapists and 
other workers. Hospitals have to 
finance this training, in general, 
without support from educational 
institutions. Thus, these costs are 
an integral part of hospital financ- 
ing and should be of real concern 
to Blue Cross. In the interests of 
their subscribers and in order to 
assure properly educated and 
trained personnel to serve them, 
Blue Cross should shoulder a fair 
share of these costs. 

To strengthen their partnership, 
Blue Cross and hospitals should: 

1. Recognize medical education 
as a part of medical care and vice 
versa. 

2. Support the growth in size 
and strength of educational pro- 
grams in hospitals. 

3. Resist efforts of those elements 
in the medical profession which 
take actions that tend to cripple 
the education of medical specialists. 

4. Defend and support the in- 
clusion of proper education costs 
in hospital financing and in pre- 
payment plans. 


BLUE CROSS AND MEDICAL RESEARCH 


An outstanding feature of med- 
ical education is its close link to 
the third major element in the 
triad of Great Medicine—medical 
research. In this scientific age, 
medical research is one of the most 
important matters concerning the 
American public. Some 500 million 
dollars a year is being spent now 
on medical research, and there are 
estimates that in 10 years this fig- 
ure will be close to a billion dol- 
lars a year. The world has seen a 
steady advance in medical science 
and has come to expect more. It 
has been said that medical science 
has advanced more in the past 100 
years than in all the previous ages 
of man. We have lived in a period 
of great discoveries and we may 
be on the threshold of even greater 
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events, with new approaches in 
chemistry, biology and physics. 

In a hospital, there is a fine, 
almost indistinguishable, line be- 
tween medical research and pa- 
tient care. Yesterday’s laboratory 
work—often in reality weeks and 
months of work—becomes today’s 
first clinical trial on patients, This 
is cautiously and expensively ap- 
proached. Then comes proving it 
out on many patients, which after 
awhile ceases to be research in the 
usual sense—usual, that is, to those 
agencies which support the re- 
search. 

We have, then, a no man’s land 
of financial responsibility—pa- 
tients and their agents don’t pay 
because it is research, and donors 
or foundations don’t pay because it 
is patient service. The answer to the 
dilemma is obvious—recognition 
by both of a partial responsibility. 


LAG IN MEDICAL RESEARCH 


There is still too long a lag be- 
tween a proven medical discovery 
and its general availability in hos- 
pitals. The lag is educational and 
economic. Blue Cross can help, but 
on the part of the public it will 
take enlightened understanding. 

A neglected area of research, 
and one of immediate concern 
to all Blue Cross Plans, is that of 
research into better hospital man- 
agement—administration, plan- 
ning, nursing care, accounting, 
statistics and in the other varied 
fields vital to the efficient opera- 
tion of hospitals. The whole effort 
in this area needs stimulation, en- 
couragement and financial support. 
Both at the national and local 
levels, funds should be made avail- 
able for promising researchers and 
projects. 

There is also a great need for 
joint, experimental approaches to 
programs involving better use of 
diagnostic facilities, care of ambu- 


latory patients, nursing home care 
related to our general hospitals, 
rehabilitation home care and many 
of the other broad problems which 
confront those responsible for pro- 
viding health care to the nation. 
Hospitals cannot afford these trials 
without Blue Cross backing. 

Blue Cross and Blue Shield 
should do more research into their 
own activities. We need statistical 
studies of utilization, comparative 
studies of patterns of care and 
costs in various regions and under 
the different benefits, contracts 
and administrative mechanisms. 
Blue Cross and Blue Shield Plans 
have the raw data for these studies. 
They exist no other place. The 
analyses are essential for future 
planning. 


CONCLUSION 


Blue Cross needs to understand 
more fully the relation of research 
to medical education and to medi- 
cal care. It should encourage and 
help support this research. Pre- 
payment needs to be more liberal 
in paying for research-discovered 
services and needs to promote ac- 
tively and finance research in hos- 
pital management. Perhaps the 
new national Blue Cross organiza- 
tion will develop a strong research 
program. 

Blue Cross is more than hospital 
insurance; it is cooperative pre- 
payment for hospital and medical 
care. Blue Cross should be con- 
cerned about the total picture and 
provide for a healthy future. This 
involves understanding and active 
support of all of the elements of 
Great Medicine—medical practice, 
medical education and medical re- 
search. If not, our future failures 
will not only be in finances but 
also in the quality of care. Bank- 
ruptcy in either will spell the end 
of the last major system of vol- 
untary health care in the world. ® 
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by JOHN W. PAYNTER 


HE PRINCIPLES under’ which 
4. Blue Cross has operated from 
the beginning are basic. And they 
are things that the majority of us 
in management have learned to 
recognize and respect. I take the 
time to enumerate them, because 
they form the firm springboard 
from which to go. To be reminded 
of basic principles and be assured 
they are right is helpful. There 
are some indications that some of 
these basic principles should be 
abandoned for expediency’s sake. 


SEVERE COMPETITION 


I don’t question for a minute the 
severe competition from commer- 
cial insurance. The enrollment 
figures tell the story. The various 
Blue Cross Plans nation-wide still 
enjoy about a 5 million member- 
ship advantage—50 million for 
commercial insurance to 55 mil- 
lion for Blue Cross—in hospital 
care coverage. But 20 years ago, 
Plans enjoyed an almost three-to- 
one advantage; 10 years ago with 
tremendous growth in the num- 
bers covered by both Blue Cross 
Plans and commercial group plans, 
Blue Cross Plans were down to a 
two-to-one ratio. 

Now as the commercials appear 
to be closing in, I think two things 
are happening: 
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REE CHALLENGES 


he pressures to 





The principles which have guided 
Blue Cross from the beginning are 
recognized and respected by manage- 
ment, the author states. Since competi- 
tion from commercial insurance con- 
cerns has forced some Plans to abandon 
these principles and others to remain 
static in providing new services, man- 
agement wants assurance that the part- 
nership between hospitals and prepay- 
ment will continue, and that the 
relationship will be economically ad- 
vantageous for management, he con- 
tinues. 





1. Some Plans are pitching basic 
principles overboard and trying to 
meet the competition on their own 
ground and with the weapons 
of their choosing (tossing aside 
community rating to try to expe- 
rience rate; ditching, or at least di- 
luting, “service benefits” for cash- 
indemnity to mention just two). 

2. Some Plans are doing nothing 
—becoming static in the face of 
challenge—sticking to principles 
all right—but little else—and re- 
fusing to move forward in the 
clearly indicated direction of 
broader benefit programs. 

Really, the greatest weakness, 
from a management point of view, 
aside from the two tendencies I 
just cited, is a lack of an inte- 
grated program among the Plans 
to meet the siren-song of the 


commercials’ major-medical plans. 
Also, there appears to be a dis- 
tressing slowness in effecting a 
national program. To do this, each 
individual Plan must give up some 
part of its old provincial autonomy 
to meet the expanding benefit de- 
mands of many, many manage- 
ments. 

May I hasten to add, from man- 
agement’s viewpoint, that the ac- 
tive steps taken in setting up a 
strong national Blue Cross struc- 
ture with a strengthened partner- 
ship with the American Hospital 
Association could lead to the most 
exciting and promising develop- 
ment in Blue Cross in the next 
decade—if they are.implemented 
with action and participation by all 
the individual plans. 


BEGINNINGS OF BLUE CROSS 


Blue Cross got started when the 
community hospitals—spurned by 
commercial insurance—decided 
that there had to be some method 
under which the increasingly cost- 
ly, but life-saving, services of their 
institutions could be made avail- 
able to the people in the commu- 
nity who needed them. 

Of course we know that this 
principle was perhaps spawned by 
necessity—times were bad—hos- 
pitals were not collecting any 
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FOR PREPAYMENT: 


abandon basic principles 


appreciable percentage of their 
charges to their patients. Blue 
Cross, as we see it, was not born 
entirely out of altruism, but of 
considerable necessity. This does 
not make it any the less valuable 
and important as a solution to the 
financing of hospital care for the 
general public now in a period 
of comparative prosperity compli- 
cated by spiraling hospital and 
medical costs. 

We in management feel that the 
necessity of the times—and a more 
sophisticated attitude on the part 
of our employees toward health 
coverage—means that necessity is 
again whetting the pure principle 
to drive Blue Cross on to greater 
achievements. 

We are really afraid that Plans 
will rest on their laurels, dwell on 
provincialism, relinquish leader- 
ship, compromise principles and, 
most important, fail to compro- 
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mise in the real area of progres- 
sive compromise—the area of na- 
tional uniformity of benefits and 
availability. 

This sounds like a pretty strong 
indictment. But I would not make 
it if I did not feel just as strongly 
that Blue Cross is the only real- 
istic method to avoid government 
medicine. And I mean complete, 
restrictive, subject-to-politi- 
cal-whim, full-blown government 
medicine. I firmly believe that if 
Blue Cross and Blue Shield do not 
do the job, there is no alternative. 


BASIC PRINCIPLES 


Now if Blue Cross abandons its 
basic principles and tries to go 
along with the tide of commercial 
insurance, it is lost—and so is vol- 
untary health care. And if Blue 
Cross sticks unyieldingly to nar- 
row provincial autonomy or loses 
its partnership with the commu- 


nity hospital, it is lost—and so is 
the voluntary hospital system. 

These, I think, are the princi- 
ples from which Blue Cross as an 
institution must not budge: 

1. Service benefits principle 
takes Blue Cross out of the realm 
of commercial insurance practice 
—and rightly so—since it is deal- 
ing with health not property. We 
can drive a car without a fender 
(or actually we can get along 
without a car at all) but we must 
repair a broken leg or a damaged 
heart. 

This is something I like to 
think enlightened management has 
learned. 

2. Blue Cross must hold the 
principle of community-rating. 
Community rating was a keystone 
principle when the hospitals and 
community leaders devised Blue 
Cross more than a quarter of a 
century ago. Industry’s manage- 
ment in my company, for example, 
together with the three giants of 
the auto industry—recognizes the 
importance and the value of this 
means of meeting a community re- 
sponsibility. In my opinion, the 
principle of community rating 
should not be abandoned. Because 
if it is, some other way will be 
found to finance the high cost 
groups which are priced out of the 
benefits they must have. And this 
“other way” wil! inescapably in- 
clude all people, not just the high 
cost groups. 

3. The principle of partnership 
with the community hospitals, an 
essential from the start of Blue 
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Cross, remains vital. Blue Cross, 
created by the hospitals with com- 
munity leaders to provide volun- 
tarily within the various commu- 
nities the greatest amount of 
hospital service for the greatest 
number of people at the lowest 
possible cost, was a partner of the 
hospitals. It tied right in with 
the first two principles I cited— 
“service benefits” and “communi- 
ty rating”. 


PARTNERSHIP IN BLUE CROSS 


Most of us in management feel 
very strongly that this partnership 
must not only be maintained but 
also nurtured, strengthened and 
broadened to a point of general 
unanimity of purpose on a na- 
tional—not just a local scale. It is 
encouraging to note from recent 
talks and articles by leaders in the 
Blue Cross and hospital field that 
this is also their feeling. 

On the local level, one of the 
vital advantages of Blue Cross 
coverage for management is the 
fact that these principles and the 
working partnership of Blue Cross 
and the community hospitals have 
meant that our companies are not 
involved in the matter of delivery 
of benefits to our employees and 
their families. Blue Cross deals di- 
rectly with the hospitals in the 
matter of verifying and then pro- 
viding the coverage and paying 
the hospital for the services. 


ECONOMICAL RELATIONSHIP 


But, from management’s view- 
point, we need to know what this 
relationship holds for us econom- 
ically. We can readily see advan- 
tages to the hospitals and to Blue 
Cross, but those advantages could 
be at management’s expense. To 
feel secure about the relationship, 
we need to be assured that pru- 
dent use will be made of the dol- 
lars we entrust to Blue Cross. 
Now that Blue Cross has the buy- 
ing power, we need to be assured 
that it will serve our interest as 
well as that of the hospitals. 

In Michigan, for example, we 
have the following evidences of 
Blue Cross concern for manage- 
ment’s interests: 

1. The reverification of the need 
for continued hospitalization at 30 
day or more frequent intervals. 

2. Medical review of hospital 
admissions involving questionable 
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need for hospital bed facilities. 

3. The circulation to hospitals 
of studies on average length of 
stay by diagnosis to encourage 
comparison and constructive action 
by medical staff review commit- 
tees in each hospital. 

4. The experimental offering of 
visiting nurse and other home care 
services to facilitate early dis- 
charge from the hospital. 

5. The application of reasonable 
limitations on hospital cost in- 
creases. 

6. The provisions of outpatient 
benefits that relieve pressure for 
unnecessary use of beds. 

7. The establishment of qualifi- 
cations for participation of hospi- 
tals which help to assure quality 
care and which we believe will 
relate the supply of participating 
beds to community needs. 

Blue Cross has for many years 
—at least in the Michigan Plan— 
extended coverage quite broadly 
to the aged—the people over age 
65 about which there has been so 
much concern in the last few 
years. 


GROUP CONTINUED COVERAGE 


Blue Cross has always made a 
provision for group members to 
continue coverage when they re- 
tire from or quit a group regard- 
less of what age this occurs. How- 
ever, under this general “Group 
Conversion Coverage”, you have 
had to reduce benefits somewhat 
and increase the subscription rate 
by varying amounts, This was far 
better than commercial insurance 
companies did until very recently. 
But even though better than what 
commercial insurance did, it was 
still not by any means the entirely 
satisfactory solution to the health 
protection problems of the aged. 

A big Blue Cross step forward 
—and one of the very strong 
“plusses” of many Blue Cross 
Plans—is the program of the past 
decade by which companies with 
formal pension programs can ar- 
range to have their retirees under 
such a pension plan continue to 
have full Blue Cross and Blue 
Shield group benefits at the same 
popular group rates. i 

This progressive step must be 
followed by many more forward 
strides. In my judgment, experi- 
mentation with new benefits to 
meet obvious and incompletely 


covered needs of substantial num- 
bers of subscribers must be under- 
taken with vigor and daring. We 
believe the emphasis must be on 
further and better satisfying these 
needs rather than fear of the un- 
predictable costs of the service. 


EXPANDED COVERAGE 


Proper coverage of chronic dis- 
ease and nursing home care re- 
mains largely an unexplored field 
for voluntary prepayment plans, 
yet it is one of our greatest unmet 
health care problems. The ques- 
tion is not whether Blue Cross- 
Blue Shield can afford to get into 
these areas, but rather can they 
afford not to. What alternative is 
there except government financing 
to avoid the complete exhaustion 
of family resources and then wel- 
fare assistance? Should not the 
public first be given the opportu- 
nity to show whether it will accept 
such benefit coverage through the 
Blue Cross-Blue Shield approach? 

So long as the needs continue 
to exist, they will be met. They 
are being badly met now at some- 
one’s expense. In our modern so- 
ciety, with all its technological and 
sociological advances, these human 
welfare problems will not be ig- 
nored. Nature abhors a vacuum— 
and it will be filled. We in man- 
agement hope that Blue Cross will 
see the way clear to buckle down 
and fill it. 


STRUGGLES AMONG PLANS 


I foresee some rather basic 
struggles among various Plans. We 
in management will undoubtedly 
trigger some of them. 

For example, management is 
paying a larger and larger share 
of the cost of health care. Cost, 
as you well know, is a serious 
consideration of management. We 
do not necessarily question that 
costs of coverage and hospital care 
are out of line, but we will in- 
creasingly demand that they be 
discussed, studied and justified. 

As a trustee of Michigan Blue 
Cross, I think we in the Michigan 
Plan are tackling and going to 
meet this challenge. As a busi- 
nessman expressing management’s 
feeling toward Blue Cross protec- 
tion and structure, I hope this is 
the case. I am sure that trustees 
in all the various Plans have the’ 
same determination. . 
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a of hospitals 
and hospital organizations in 
36 countries toured 24 American 
hospitals in September on the first 
international hospital study tour 
to be conducted in the United 
States. Participants—more than 
200 of them—included hospital ad- 
ministrators, physicians, nurses, 
architects, public health officials 
and others in the health field. The 
two-week study tour was spon- 
sored by the American Hospital 
Association* and the International 
Hospital Federation. 

The Federation is an independ- 
ent, nonpolitical study and re- 
search organization in the field of 
hospital service. With headquar- 
ters in London, it serves as a me- 

*The following organizations were pa- 
trons of the study tour: Blue Cross As- 
sociation; Blue Cross Commission; Bur- 
roughs Wellcome & Co., Inc.; Lederle 
Laboratories, Cyanamid Int.; Johnson & 
Johnson Int.; Eli Lilly and Co.; Olin 
Mathieson Chemical Corp., E. R. Squibb 


Div.; Chas. Pfizer & Co., Inc.; Seamless 
Rubber Co., and Upjohn Co. 
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SCORES of notebook pages were filled in nearly a dozen 
languages as visitors recorded their impressions. Cameras 
were in abundant supply, and at least one hospital tourist 
brought a tape recorder. 


INTERNATIONAL TOURISTS 
STUDY U.S. HOSPITALS 


dium of information exchange for 
hospital persons in more than 40 
countries. 

Tours are organized through the 
offices of the Federation bien- 
nially; the last tour was held in 
Germany in 1958. 

Members of this study tour were 
particularly concerned with two 
broad areas—administration and 
medical care and architecture and 
engineering. The tour included 


hospitals in Boston; Providence, 
R.I.; New Haven, Conn.; New York 
City; Princeton and Flemington, 
N.J.; Philadelphia, Baltimore and 
Washington, D.C. 

The visit to the 176-bed Prince- 
ton Hospital on September 12 will 
loom especially bright in the 
memories of tour members because 
Hurricane Donna arrived in New 
Jersey at the same time they did. 
Wind, rain and toppling trees made 
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their bus ride from New York an 
eventful one. 

Dividing into four groups, the 
tour members, accompanied by 
members of Princeton Hospital’s 
administrative and medical staffs 
and members of the _ hospital’s 
auxiliary, inspected the school of 
practical nursing, the department 
of physical medicine and rehabili- 
tation, the nurses residence, the 
dietary department, the medical 
arts building, the geriatric unit and 
other areas of the hospital. The 
department head or person re- 
sponsible for each area was on 
hand to assist with the inspection 
and to help answer questions. 

In addition to the seven AHA- 
provided interpreters, Princeton 
Hospital, like other hospitals on the 
tour itinerary, was able to collect 
enough staff members and friends 
skilled in various languages to help 
smooth out linguistic difficulties 

(ABOVE) ARRIVING at Princeton Hospital @UTing the inspection. 
during Hurricane Donna’s winds and rain, Following the tours, visitors and 


study tour members lost no time between 
leaving buses and entering the hospital. 


BEFORE dividing into four groups to visit various hospital divisions, visitors were greeted 
and given general orientation by John W. Kaufman, administrator of Princeton Ho I. 
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KEEN INTEREST and many questions were 
characteristic of the visitors. Here the 
maternity supervisor explains her depart- 
ment’s layout. 


hospital staff members socialized 
at tea, then buses came to carry 
the visitors on to their next stop. 

The pictures on these pages are 
a random record of what the visi- 
tors did and saw at Princeton Hos- 
pital, but they are typical of activi- 
ties at the other 23 _ hospitals 
included in the 1960 International 
Hospital Federation tour. . 


THE HOSPITAL'S department of physical 
medicine and rehabilitation was considered 
exceptionally well equipped by the visitors. 


(TOP) Food service problems are much the same the world 
over, the visitors discovered. Here the administrative dietitian 
describes Princeton Hospital's food distribution system. 
(CENTER) The nursing arts laboratory of the hospital's school 
of practical nursing—opened in January of this year— 
inspired energetic note-taking. (BOTTOM) Electrically con- 
trolled beds, remote contro! television and other features 
of the hospital's private rooms came under close inspection. 
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AT THE conclusion of their inspection of Princeton Hospital, study 
tour members enjoyed the cup of tea served by student practical 
nurses in “‘Merwick", the hospital’s geriatric center. 


WHILE tour members were being ushered about Princeton Hos- 
pital, their wives were shown around the Princeton University 
campus by members of the hospital's auxiliary. Later, the 
auxilians and their guests relaxed over tea at “Morven”, the 
elegant governor's mansion of New Jersey, where their hostess 
was Mrs. Robert B. Meyner. 
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PROTECTIVE glass does not hinder the 
exchange of friendly feeling between this 
little patient and his audience. 


INTERNATIONAL TOURISTS (CONCLUDED) 








BE tative Ber CONTROL SY oda 


OST HOSPITALS have problems 

with lost or missing keys. 
Unless a fairly rigid key control 
system is used, it is difficult to 
know such things as who has keys 
to a laboratory, or whether the 
secretary who resigned turned in 
her desk key. 

The Glenwood Hills Hospitals of 
Minneapolis have developed a flex- 
ible key control system which, 
after two year’s experience, has 
proved to be very adequate and 
could easily be adapted to any size 
hospital. 


EQUIPMENT NEEDED 


This system includes the follow- 
ing equipment: 

1. A numerical and alphabetical 
metal stamping set. The Glenwood 
Hills set has 3/16 inch-high letters 


by ROGER G. DVORAK 





Using a flexible key control system, 
the author states, can prove to be a 
very effective and easy way to main- 
tain a constant control over all keys 
issued in the hospital. He describes 
how such a system should be set up 
and maintained. 





for keys. The size and type of cab- 
inet will depend upon the particu- 
lar requirements of each hospital. 
The hooks, which should have 
consecutive numbers above each 
one, should be large enough to 
hold several copies of each key. 
Commercially made key cabinets 
can be purchased if no adequate 
one can be constructed. 

3. Four by six index cards and 
a file drawer or box in which to 


system. No attempt is made to as- 
sign certain series of numbers to 
groups of lock locations. 

The letter following the digits 
indicates the copy of the key. 
Thus, keys numbered 107B and 
107G would be identical copies of 
the original key. As new copies of 
old keys are made, they are as- 
signed the first available letter of 
the alphabet. 

The letter “A” is always as- 
signed to the original key. This 
key is a used as a model from 
which duplicate copies are made. 
It is never issued from the key 
cabinet, except in an emergency. 

Keys not in use should be kept 
in the key cabinet on the. hooks 
corresponding to their numbers. 
For example, keys numbered 286N 
or 286L would be kept on hook 





Physical Therapy Department, Entrance to Office Within  .-—Ss—s_— 
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Fig. 1 (LEFT)—Lock location index card used in key control system. Fig. 2 (RIGHT)—Key number index card. 


and digits, which are a good size 
to use on keys. Such a set may be 
obtained for a nominal sum and is 
simple to use. Each letter or digit 
is raised on the end of a metal bar 
about three inches long. To emboss 
a letter or digit, the key is placed 
on a piece of heavy steel, the 
stamp is positioned on the key and 
then hit with an ordinary hammer. 
With a little practice, a key can be 
stamped with several digits and a 
letter in less than one minute. 

2. A cabinet that can be locked. 
It should be constructed with hooks 


Roger G. Dvorak is assistant administra- 
tor, Glenwood Hills Hospitals, Minneapolis. 
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keep them is needed. This file 
should be kept locked at all times 
so that unauthorized individuals 
will not have access to it. 


KEY NUMBERING SYSTEM 


All the keys at Glenwood Hills 
Hospitals are stamped with a com- 
bination of digits and a letter, such 
as 127C or 319F. The digits are a 
code for the location of the lock, 
such as the cabinets in surgery, 
the medical secretary’s desk or the 
cash register in the business office. 

Consecutive numbers are as- 
signed to the various lock loca- 
tions as they are added to the 


286, providing they had not been 
issued, 
INDEXES TO KEYS 


Three indexes are employed in 
the key control system. 

Alphabetical Index of Lock Lo- 
cations. The purpose of this index 
is to assist in readily locating keys 
in the cabinet. Figure 1, page 49, 
shows the location index card used 
at Glenwood Hills. To facilitate 
ease in locating keys, a lock may 
be indexed under several different 
titles. For example, the lock to the 
dietitian’s office may be recorded 
under dietary department, food 
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service department or the kitchen. 

The lock location file should not 
contain employee’s names, as this 
would make record keeping cum- 
bersome. 

Key Number Index. This index 
serves two purposes: (1) It assists 
in tracing keys, which have been 
found, back to the employees to 
whom they were issued; and (2) 
it indicates just what copies of 
each key have been issued and to 
whom. (See Fig. 2, page 49.) 

This file must be kept up to 
date as keys are issued and re- 
called. The entries made on these 
cards should be made in pencil so 
that it will be relatively simple 
to indicate a change. 

Employee Index. This :ndex con- 
tains a history of the keys issued 
to and received from each em- 
ployee. (See Fig. 3, page 50.) 
This index may also be used to 
record keys that are issued to de- 
partments or nursing stations rath- 
er than individuals, such as a 
medication key that is passed from 
one nurse to another at the change 
of a shift. 

When an employee is_ issued 
keys initially, he should be asked 
to sign his key card at the bottom. 
Thereafter, as keys are issued, he 
need only sign his initials next to 
the entry on his key card. 

The index of employee key cards 
may be subdivided into present 
and former employees. Key cards 
of former employees should be 
kept, since occasionally it is nec- 
essary to refer to them. 


Whenever a key is issued tem- 
porarily for a period of several 
hours or a few days, an abbrevi- 
ated record keeping system is ade- 
quate. A small receipt, indicating 
the borrower, the date and the 
key loaned, is satisfactory for sit- 
uations when the key is to be re- 
turned within a short time. This 
receipt may be kept in a separate 
file or else attached to the hook 
in the key cabinet from which the 
key was taken. When the key is 
returned, the receipt is destroyed. 


RESPONSIBILITY FOR THE SYSTEM 


One individual should be dele- 
gated the responsibility of main- 
taining the key control system. In 
most hospitals, either the engineer 
or the personnel director would be 
the most logical person to receive 
this assignment. 

The engineer would know of 
any locks which were added or 
removed from the hospital, and the 
personnel director would know of 
new personnel coming into the 
hospital or old employees leaving. 

The most difficult part of any 
system is the installation, and a 
key control system is no exception. 
Many tedious hours of work are 
required to call in all keys, prop- 
erly stamp them and enter them 
on the records. However, once the 
system is established, maintaining 
it is a routine clerical task. The 
time spent in setting up and main- 
taining a key control system will 
prove to be a wise investment in 
plant security. . 


Fig. 3—Employee index card used in the key control system. 





NAME Brown, Nancy 


pert. Physical Therapy 





KEY MAKE OF 
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4o7 Yale 


Physical Therapy Dept., 
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6/10/ 
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MAKING 
THE MOST 
HISTORY 


by HARRY J. WERNECKE JR. 





According to the author, an em- 
ployee’s history form should show at 
a glance the working history of the 
employee and when his next salary 
increase is due. He states that the form 
designed by the Rochester (Minn.) 
Methodist Hospital has such a system. 





N EMPLOYEE’sS history form 
A should show at a glance the 
working history of the employee 
and when his next salary increase 
is due. The employee-history form 
designed by the personnel of the 
Rochester (Minn.) Methodist Hos- 
pital provides this data. 


HOW SYSTEM WORKS 


These forms have a one-inch 
margin, visible on the extreme 
right side of the nine-by-nine-inch 
employee history. Half-inch seg- 
ments, each representing one of 
the 26 bi-weekly pay periods are 
printed on this visible portion. 
When an employee is hired, or 
when he is eligible for a pay in- 
crease, a red metal signal is at- 
tached to his history on the number 
representing the pay period in 
which his increase is due. It is easy 
to look horizontally across each 
row of histories at the level of the 
number of the next pay period 
and remove those histories indi- 
cating that a pay increase is due. 

Different colored signals repre- 
senting salary reviews, physical 
exams, scheduled return from 
leave or vacation and _ service 
award can be placed on the num- 
ber in the margin to indicate the 
pay period, month, or year in 
which the transaction or activity 
should be called to attention. 

Harry J. Wernecke Jr. was formerly 
personnel director of Rochester (Minn.) 
Methodist Hospital. He is now a student 


of hospital administration at the Univer- 
sity of Minnesota. 





DATE OF BIRTH 
tAL URITY NO 


WEIGHT |_ ~ SEX 


MARITAL STATUS 


CARDS 


(BELOW) The em- 
ployee-history cards 
as they appear in the 
file. Some are color- 
coded to show various Mee 


TRANSACTION } 


employee classifica- 
tions. (RIGHT) The em- 
ployee-history form 
card designed and 
used by personnel of 
the Rochester (Minn.) 
Methodist Hospital. 


YRS. SERVICE 
CALENDAR YR 


— FoR e6 


The numbered margin also tells 
who is on leave of absence or va- 
cation and when it expires. 


SPECIAL FEATURES 


This employee history form also 
features the “Personnel Transac- 
tions” section. All transactions, 
such as employment, scheduled 
pay increase, leave of absence, 
resignation, etc. are listed chron- 
ologically. Most personnel histo- 
ries have separate sections for 
these transactions, which become 
practically impossible to read. A 
chronological listing of all trans- 
actions, on the other hand, is a 
record of the individual’s experi- 
ence as it actually happened and, 
as a result, is much easier to read. 
When a transaction is recorded, a 
code is typed in the first column; 
the date in the second; the posi- 
tion and rate are indicated in the 
second and third columns only if 


DATE | POSITION | RATE | 
Oars iv wave | 

stool 

+ 
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PERSONNEL TRANSACTIONS 


EXPLANATION 








F PAY PERIOD IN WHICH NEXT SALARY REVIEW IS DUE 








EMPLOYEE HISTORY 


changed; and ample space is al- 
lowed in the last column to give 
reasons for or explain details of 
the transaction. 

There is no space on this history 
for “previous employment” or 
“education”, usually found on em- 
ployee records. Since a file folder 
containing the original application 
blank, references, accident reports 
and any other necessary personal 
information is kept on each em- 
ployee, it is not necessary to have 
the information duplicated. When 
an employee is being considered 
for a transfer, major salary change 
or disciplinary action, his history 
is studied thoroughly, and his 
folder has all the information. 

Histories are filed alphabetically 
rather than by department for all 
employees, but each of the seven 
major employee classifications in 
this hospital are color-coded for 
quick identification. Histories can 


be found more swiftly when they 
are color-coded, and fewer errors 
are made in posting a general 
salary increase to one of the seven 
major employee classifications, for 
example. 

Also included in this system of 
records is a “Position Control” 
plan. The position control form is 
first placed in the file for each 
approved position, and the history 
of the incumbent is placed directly 
in front of this color-coded posi- 
tion control card. When a position 
is vacant and the employee history 
is removed, the position control 
card becomes visible, thus calling 
attention to the vacancy. 

This system is easy to work with 
because the history form can easily 
be lifted from the file and the visi- 
ble margin offers multiple usage. 
It is also less expensive to install 
than the commonly used systems 
of personnel records. bad 





W hat 


the revised 
AHA dues structure 


— AMERICAN Hospital Asso- 
ciation, like its member hos- 
pitals, must tread the line between 
fiscal and service deficits each 
year. Like its member hospitals, 


comprehensiveness of service in 
the face of inflationary pressures. 

In 1959, the Board of Trustess 
of the AHA appointed an ad hoc 
committee to review the dues 
structure of the Association in 


tivities. This committee recom- 
mended, and the Board approved, 
further study of the possibility of 
establishing a variable dues struc- 
ture, which would permit some or- 
derly adjustment of millage rates 


it must continually improve qual- 
ity and increase quantity and 


terms of future financing and ac- 


and annual dues rates. 


REVISED AHA DUES STRUCTURE 








MEMBERSHIP 
CATEGORY 


1960 DUES 


Type | Rate: 18 mills per patient day 


(short-term Minimum: $11.25 per month ($135 year) 


hospitals) Maximum: $150 per month ($1800 year) 


1961 DUES 





Rate: 12.9 mills per patient day 
7500 patient days ($96.75 at 12.9 mills) 
125,000 patient days ($1,612.50 at 12.9 mills) 





Rate: 9 mills per patient day 
Minimum: $11.25 per month ($135 year) 
Maximum: $30 per month ($360 year) 


Type Hl-A 
(all other 
hospitals) 


Rate: 6.45 mills per patient day 
15,000 patient days ($96.75 at 6.45 mills) 
50,000 patient days ($322.50 at 6.45 mills) 








Rates according to size of institution: 

49 beds or less $135 
50 - 99 beds 210 
100 - 149 beds 285 
150 or more beds 360 


Type lI-B 
(other 
inpatient 


institutions) 





Type lil 
(outpatient) 


$96.75 per year 
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Type IV 


(Blue Cross 


Plans) 





Special revision for Blue Cross reorganization; 


excluded from annual adjustment proposal 








Type V 
(hospital 


auxiliaries) 


Unchanged; excluded from 


anaual adjustment proposal 





Type VI 
(hospitals 


| 


Rate $7.50 per month ($90 year) 
under 


AnmnmMo ems 


construction) 





$96.75 per year 








Rates: Nonprofit, govt., $7.50 month ($90 year) 
All other—$15 month ($180 year) 


Associate 
Members 


$96.75 and $193.50 per year, respectively 





Personal 
Members | 





Unchanged; excluded from annual adjustment proposal 
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mecallis 


As a result of the 1959 recom- 
mendation of the Board commit- 
tee, the House of Delegates of the 
AHA authorized a special Commit- 
tee on Dues Structure to review 
program and dues. This com- 
mittee was composed of 12 dele- 
gates-at-large plus representation 
from the Board of Trustees and 
the treasurer of the Association, 
exofficio. The recommendations of 
this committee for a more flexible 
dues structure were accepted by 
the House of Delegates at the an- 
nual meeting in San Francisco in 
August of this year. 

The major result was the for- 
mulation of a mechanism to permit 
limited annual revision of the basic 
dues rates, when necessary, with- 
out going through the complicated 
process of revising the bylaws of 
the Association. 

The former elaborate mechan- 
ism for adjustment of dues tended 
to discourage the orderly progress 
of budgetary planning to provide 
for normal increase in activities 
and costs, and led to infrequent 
but major dues increases on an 
emergency basis. Such “crisis fi- 
nancing” does not promote optimal 
operation in either hospitals or 
associations. 

The new simplified mechanism 
permits increase (with 7% per 
cent the maximum) or decrease 
(in any amount) in dues rates, and 
in maximum and minimum rates, 
without amendment of the bylaws, 
on recommendation of the Board 
of Trustees and approval by a 
majority of the House of Dele- 
gates. 

Any such adjustment would ap- 
ply to dues for all institutional 
members, except Types IV and V, 
but would not apply to personal 
members. Adjustment of dues for 
the excepted categories, or any in- 
crease of more than 7% per cent 
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above the annual rates current at 
the time of recommendation, would 
still require amendment of the 
Association bylaws. 

The ceiling of 7% per cent in 
dues rate increase was established 
to meet the normal expansion of 
services, rising salary levels and 
transportation and other costs, 
which bulk so large in Association 
expenditures. The 7% per cent 
ceiling was considered to be both 
adequate and modest. Such an in- 
crease was voted by the House of 
Delegates following the bylaws re- 
vision. In relation to total Associa- 
tion income at the present time, a 
7% per cent increase for this seg- 
ment of dues income would actu- 
ally represent only a 3% per cent 
increase in total income from all 
sources. 

The accompanying chart shows 
what effect the approved revisions 
in the AHA dues structure will 
have on the dues of institutional 


and other members. Types I and 
II-A, which are the only categories 
on a millage rate basis, will find 
their 1961 dues billing somewhat 
lower than their 1960 billing, the 
result of reducing the millage rate 
from 18 mills to 12.9 mills per pa- 
tient day. 

Types II-B and III, which are 
on a flat rate basis, will also find 
their 1961 dues billing somewhat 
lower than their 1960 billing. Type 
VI, which was not subject to the 
temporary dues increase, but which 
is subject to the 7% per cent in- 
crease for 1961, will find their 1961 
dues slightly higher than their 1960 
dues. 

All other institutional members 
and all noninstitutional members 
will find their annual dues un- 
changed for 1961, except for Type 
IV, which is subject to a new rate 
structure formulated in connection 
with the Blue Cross reorganiza- 
tion. Ll 





JUNIOR VOLUNTEERS 
DISCOVER HOW FAR THEY WALK 


é HALEY 


The distance from Cambridge, Mass., to Chicago is 
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xactly 1 017 miles, 


according to the atlas, and the 62 junior volunteers at Mount Auburn 
Hospital in Cambridge cover this distance every week. 

During an experiment using a pedometer, it was found that the girls 
walk an average of five miles a day in their jobs of delivering medical 
records, flowers, mail, interoffice communications and doing a host of other 
duties in the hospital, the patients’ reoms and the receiving stations. 5 
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Frank S$. Groner, president 
American Hospital Association 


An Opportunity for 


Adequate Financing 


HEN THE Kerr-Mills Bill (the 
ionca Security amendments 
of 1960) went into effect on Octo- 
ber 1, hospitals were presented an 
opportunity they have never had 
before to become adequately fi- 
nanced for their care of the aged 
and the medically indigent. With 
passage of the bill, which was 
supported by the American Hos- 
pital Association, we moved nearer 
our goal of adequately financed 
hospital care for the indigent and 
the medically indigent of all ages. 

Essentially, the new law does 
two things: 

1. It increases federal grants to 
states to help persons on old age 
assistance with their medical ex- 
penses. 

2. It gives the states a matching- 
formula plan to pay medical bills 
for the medically indigent who are 
not on old age assistance under 
Medical Assistance for the Aged 
(MAA). 

For aged welfare cases, an extra 
$12 a month is allowed over the 
previous $65 per capita maximum 
to pay for vendor (hospital-med- 
ical) services. If states pay more 
than $65 per month, the federal 
share will be between 50 and 80 
per cent; if they pay less, the fed- 
eral share will be an additional 15 
per cent above the states’ con- 
tribution. Provision for the med- 
ically indigent (persons ineligible 
for relief but requiring help to pay 
medical expenses) introduces a 
new category in federal govern- 
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ment financing. Here the states 
would set up “reasonable need” 
tests. 

The new federal legislation pro- 
vides for a state program, and 
gives great flexibility to the one 
which each state adopts. The re- 
quirements are that there must be 
state participation, that both insti- 
tutional and noninstitutional serv- 
ices shall be provided and that the 
program must be state-wide. It 
represents a distinct step forward 
in meeting the need of those elder 
citizens who are unable to finance 
their own medical and hospital 
expenses. But the enactment of the 
legislation is not enough. The de- 
gree to which hospitals will benefit 
will depend upon implementation 
of the law at the local and state 
levels. 

We have the machinery for suc- 
cessful implementation. It is built 
into the organizational structure 
of the American Hospital Associa- 
tion in the relationship which 
exists between the national or- 
ganization, its allied association 
membership and its individual hos- 
pital membership. 

The AHA and allied hospital 
associations have lost no time in 
laying the groundwork for im- 
plementation. Presidents and exec- 
utives of the latter met at Asso- 
ciation headquarters on September 
26-27 to discuss the new measure 
and to develop a plan of action. 

The over-all plan is that state 
associations, in close cooperation 


with state medical societies and 
other interested health groups, will 
lend leadership and guidance to 
state legislatures and governors 
as they begin and carry forward 
implementation of the legislation. 
Basically, this leadership and guid- 
ance means development of reim- 
bursement programs which will 
provide adequate payments to hos- 
pitals and nursing homes for care 
of the indigent aged and the med- 
ically indigent. 

It is essential that hospital, med- 
ical, and health groups work un- 
ceasingly for an adequate reim- 
bursement formula and not be 
satisfied with less. The aim should 
be full cost, and caution should be 
taken that no dollar limitation be 
placed on per diem payment. For, 
over a period of time, such limit- 
ation will tend to make the pro- 
gram rigid and unacceptable in 
an era of rising costs. 

Another point of great import- 
ance to the successful implementa- 
tion of the program is a proper 
definition of ‘‘skilled nursing 
homes”. The law permits the 
states to define adequate nursing 
home facilities. 

The question of which adminis- 
trative agency in their state will 
best serve their long-range ob- 
jectives constitutes a major policy 
decision for hospitals. Blue Cross 
may be used, and it offers some 
concrete advantages. It is an eco- 
nomical mechanism, and many 
Plans now act as the administra- 
tive agency for recipients of pub- 
lic and old age assistance which 
would lend uniformity to the new 
program. 

These are some of the major 
areas involved in successful im- 
plementation. It is a big project 
but so vital to hospitals that it has 
been given top priority by the 
AHA. It is imperative that we 
make the program succeed. 


HOSPITALS, J.A.H.A. 
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CURRENT STATUS OF NURSING RESEARCH 


Fed aware CURRENT research in 
nursing evokes mingled emo- 
tions. Looking at the problems yet 
to be solved causes discourage- 
ment because the problems seem 
innumerable and insolvable. Look- 
ing at the progress that has been 
made in a short time encourages 
because nursing research has ac- 
complished more than might have 
been expected. Certainly, the ea- 
gerness “to know” is evident in 
all areas of nursing, as the nation- 
wide research activity indicates. 

In 1949, the Division of Nursing 
Resources,* United States Public 
Health Service, was established to 
investigate the problems of nurs- 
ing shortages and what could be 
done about them. Survey and re- 
search methods were used to ap- 
proach these problems and _ to 
develop several studies, whose 
findings can now be applied in 
the hospital situation. Manuals 
were produced on how to (1) 
measure the nursing resources of 
a state, (2) study the outpatient 
department and (3) effectively 
train nursing aides in the hospital 
and nursing home. 


METHODOLOGY DEVELOPED 
A methodology was developed 


for reviewing nursing personnel 
activities in hospitals, which is 
still producing the best results of 
any methodology developed to 


Apollonia O. Adams, R.N., is speci 
assistant for program development, Divi- 
sion of Nursing, U.S. Public Health Service. 

This paper is based on a presentation at 
the 1960 annual meeting of the American 
Hospital Association in San Francisco. 


*Now the Division of Nursing under the 


1960 reorganization of the U.S. Public 
Health Service. 
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Current research in nursing includes 
studies of nursing trends, improved 
curriculums and nurse preparation and 
evaluation of patient needs and care, 
the author reports. She also points out 
that the demand for research nurses by 
hospitals, physicians and other re- 
searchers continues to grow because 
of the continual development of new 
projects, 





date, in helping nurses obtain more 
nursing time with patients without 
increasing the number of person- 
nel. Shortly, some interesting re- 
ports will be available on (1) how 
nursing care of the premature in- 
fant affects patient welfare and 
(2) how well student nurses recog- 
nize the needs of patients; those 
needs which the patients think are 
most important. 

In 1955, the Nursing Research 
Grants and Fellowships Branch 
was established within the Divi- 
sion. Eighty grants have been 
awarded by the U.S.P.H.S. for this 
extramural research in nursing, 
representing a national investment 
of more than $3 million to improve 
patient care. In addition, 80 nurses 
have received full-time fellowships 
for research training, and more 
than 100 have received part-time 
awards. This is an investment to 
solve through research the prob- 
lems created by nursing shortages, 
and at the same time improve 
nursing care. 


RESEARCH DONE IN NURSING 


Research is being carried out in 
many areas of nursing and also in 
nursing education, to improve the 
curriculums and future prepara- 





tion of nurses, with the hope that 
they may eventually determine 
what is the most effective kind of 
preparation for nurses. There are 
grants for study of ways to im- 
prove nursing service; for devel- 
opment of methodologies to eval- 
uate patient needs for nursing care; 
for study of costs of nursing edu- 
cation and for study of what the 
nurses can do for better re-per- 
sonalization of older patients. There 
is also a project about nursing 
needs of the chronically ill and 
ambulatory patients, which will 
help improve care of chronically 
ill ambulatory patients. Nursing 
research already has yielded a by- 
product in that it not only gives 
clues for better nursing care, but 
also gives many clues as to better 
patient care as a whole by describ- 
ing patient behavior more accu- 
rately than before. Research grants 
are available to investigate atti- 
tudes and other “blocks”, which 
may prevent nursing personnel 
from giving the most skilled nurs- 
ing care. 

Preoccupation with studies of 
relationships of professional and 
nonprofessional nurses is giving 
way to study of the nurse-physi- 
cian relationship. Increasing inter- 
est is evident in studying medical 
and nursing practice with the 
same patient, so that professional 
roles may be more clearly under- 
stood and accepted by the profes- 
sions and the public. Studies have 
been made of technological ad- 
vances which are shifting func- 
tions between occupational groups 
and medical advances which are 
affecting boundaries between med- 
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ical and nursing responsibilities. A 
trend away from studies of ad- 
ministrative problems to studies 
of patient care and the environ- 
ment for research in nursing is 
growing in hospitals, health areas 
and communities. 

As is true in all areas of re- 
search, certain special problems 
are not receiving as much atten- 
tion as they need. This will al- 
ways occur because one cannot 
completely control the type of 
problems for which the research 
investigator has the most enthus- 
iasm. In the beginning, more proj- 
ects concentrated on investigating 
nursing education problems rather 
than nursing service. This was na- 
tural because nursing educators 
generally have had more advanced 
education in the sciences than 
nursing service personnel in gener- 
al. Naturally, their interest would 
be in the field of education. 


INVESTIGATE NURSING PROBLEMS 


Assisting investigation of nurs- 
ing problems in all areas is a part 
of the programing responsibility 
of the Division of Nursing Re- 
sources. This means encouraging 
researchers to try to find answers 
to some of the problems in areas 
not too well covered, such as nurs- 
ing procedures, public health nurs- 
ing and community health prob- 
lems, psychiatric nursing and other 
specialized areas of nursing serv- 
ice. Recently, there has been an 
increase in interest in these areas 
of nursing research. 

It is most encouraging to see 
the rapid development in the in- 
vestigation of nursing and the con- 
sistency and rather constant im- 
provement in the quality of these 
projects. This, of course, does tie 
in with the production of more 
nurse researchers by the fellow- 
ship program for preparation of 
nurses for research. 

Nursing research is multi-dis- 
ciplinary. More than half of the 
principal investigators have been 
nurses; social scientists have run a 
strong second. The roster of prin- 
cipal investigators also includes 
physicians, educators, engineers 
and hospital administrators. The 
major purpose of preparing nurses 
to be researchers in the area of 
nursing is the hope that with a few 
prepared researchers, we can look 
into the problems of nursing and 
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learn how we can most effectively 
improve nursing care, make most 
efficient use of available personnel 
and develop the most effective 
methods of nursing education at all 
levels. 


HOSPITALS HELPED BY RESEARCH 


Preparation for research in nurs- 
ing takes the same lengthy and 
strenuous process as in any other 
discipline. For example, if a nurse 
were to do research in the area of 
the physiological effects of some of 
the nursing procedures on the pa- 
tient, her background must not 
only be that of a nurse with nurs- 
ing experience, but she also must 
have sufficient background in the 
physiological sciences. This is not 
to say that all research in the 
area of nursing needs to be done 
by nurses, but already sufficient 
experience indicates that research 
about nursing and nursing care 
needs to be carefully guided by 
nurses so that the results will not 
be unreliable. 

Does research in nursing contrib- 
ute to the administration of the 
hospital, particularly the improve- 
ment of nursing care? Hospitals 
can be helped by knowledge which 
improves operational efficiency, 
employment of needed personnel 
by skill level and investment in 
wages for greatest production with 
highest quality of patient care. 

Hospitals want to know how to 
make supervision and_ teaching 
more efficient. What inservice edu- 
cational methods are the most ef- 
fective and produce the greatest 
communication? Hospitals want to 
know how much more use can be 
made of the professional level of 
nurse skill, either through direct 
care or through its improved man- 
agement. They want to know how 
patient care can be improved on a 
more individual basis and how to 
staff hospitals—not on the basis of 
hours or census of nurses and pa- 
tients or the wishes of personnel, 
but in order to economically and 
effectively give the best patient 
care, based on the individual pa- 
tient’s needs. 

Hospitals also want to know how 
to improve the coordination of the 
hospital and the community health 
facilities, making the hospital a 
major focal point in reality for 
community care. Nurses will really 
play a crucial role in this area be- 


cause the nurse can best discover 
the needs of patients, which de- 
termine where they should be re- 
ferred. The nurse has direct con- 
tact with the patient who needs to 
know the resources available to 
him. Since nurses form the largest 
group in the hospital, anything 
which can improve communication 
between administration, nurses, 
patients and physicians will be of 
value in the functioning of the 
hospital. 

There is a need to find the po- 
tential nursing researcher, to find 
nurses at a much younger age than 
in the past, who show a potential 
for absorbing and advancing in 
preparation of the techniques of 
research. There is no need for 
hundreds of nurses to do research 
because nurses at all levels can 
make some contribution to re- 
search, even if it is only the more 
accurate observation of patient re- 
actions to treatment. 

There are funds for nursing re- 
search projects, and there are 
funds available for the preparation 
of nurse researchers. It should be 
more widely recognized that a re- 
search project about nursing and 
nursing care requires a nurse co- 
researcher, or at least very ex- 
tensive consultation by nurses 
skilled in research. As in other 
fields, a good practitioner—e.g., an 
exceptional staff nurse—is not 
necessarily a good research nurse, 
so the nurse consultant on a re- 
search project should have some 
preparation in research principles 
and methodology. 


GRADUATE NURSE PROGRAMS 


Another step in achievement has 
been that more graduate depart- 
ments in behavioral, biological and 
natural sciences are welcoming 
nurses who are preparing for re- 
search. At*first some of these de- 
partments were not particularly 
interested in giving preparation in 
research methodology to an outside 
discipline. Now, because of the per- 
formance of nurses and their con- 
tributions to some of these classes 
in general, the departments of 
physiology, anthropology and psy- 
chology are beginning to see an 
extension of themselves into the 
nursing field as nurses do research 
using the methods which they de- 
veloped. 

(Continued on page 62) 
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In threatened abortion... 


Provera‘ is now available in a new 
long-acting injectable form: 


ACTUAL SIZE 


Formula: 

Sterile micronized medroxyprogesterone acetate 
(17-alpha-hydroxy-6-alpha- 

methylprogesterone acetate). 

Supplied: 


In 1 cc. and 5 cc. size vials. 


* TRADEMARK, REG. U.S. PAT. OFF. ** TRADEMARK 
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Depo-Provera 


Potent 
Depo-Provera is 4 times as potent as any other 
available progestogen (by castrate assay). 


Long-acting 

A single 50 mg. injection of Depo-Provera 
will produce a progestational effect 

that lasts for up to 16 days. 


Well tolerated 
No significant untoward side effects 
have been reported. 


More acceptable to patient 
Micronized in sterile aqueous suspension— 
little or no pain at site of injection. 


Depo-Provera 
| Upjohn 


The Upjohn Company, Kalamazoo, Michigan 





NO NEED TO WAKE HIM FOR MEDICATION... 
JUST ONE TABLET 

A DAY 

IS REQUIRED 


"PARKE, DAVIS & COMPANY | PARKE-DAVIS 
Detroit 32, Michigan — »7ss0 














“BECAUSE... JUST ONE TABLET MAINTAINS EFFECTIVE 
SULFA ACTIVITY FOR 24 HOURS ss wit Srna sei cinen 


advantages: ECONOMY AND CONVENIENCE—1-tablet- 


a eo SEARS ae antec coral a ®  a-day regimen reduces possibility of omitted doses, 
lets the patient sleep through the night. ENHANCED 

EFFECTIVENESS—rapid absorption together with 

slow excretion assures dependable bacteriostasis 

in urinary tract infections, certain respiratory infec- 

tions, bacillary dysenteries, as well as surgical and 

soft tissue infections caused by sulfonamide-sensi- 

tive organisms. WELL TOLERATED—low dosage and 

high solubility minimize possibility of crystalluria. 


Adult dosage: Initial (first day)—2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2 Gm.) for severe infections. Maintenance — 
usually 1 tablet (0.5 Gm.) daily. Children’s dosage: According to weight. See literature for detai's of dosage and administration. Available: 
Quarter-scored tablets of 0.5 Gm., bottles of 24, 100 and 1,000. 


and for children... MIDICEL ACETYL SUSPENSION w: acety! sulfamethoxypyridazine, Parke-Davis) tempting butterscotch 


flavor and, of course, only one dose a day. Children’s dosage: According to weight. Available: 250 mg. per 5 cc., in 4-02. bottles. 








Many physicians and other re- 
searchers are requesting nurses to 
cooperate in their research effort, 
thus increasing inter-professional 
and multi-disciplinary research. 

Another advantage to nurses 
preparing at the doctoral level in 
other sciences is that they acquire 
not only the technical know-how of 
research methodology but also 
learn to pull from these sciences 
the knowledge which could form a 
part of the science of nursing. 


DEMAND FOR RESEARCH NURSES 


There are now more demands 
for nurses prepared in research by 
project directors or agencies wish- 
ing to do research. National plan- 
ning for research in nursing has 
increased tremendously in recent 
years. 

Regional conferences have been 
held throughout the country, spon- 
sored by the various nursing organ- 
izations and schools, regarding the 
planning for research in nursing. 
What is to be done? Where is 
emphasis needed? How can the 
problems be solved? What prob- 
lem areas need more stimulation? 
Who can do this? 

The Division of Nursing Re- 
sources and the American Nurses’ 
Foundation research unit and the 
various foundations interested in 
nursing research are at present 
able to meet together to discuss 
(1) goals, purposes and future plans 
for research in nursing; (2) where 
emphasis needs to be placed; (3) 
what problems need solving by 
research, and (4) where priorities 
and emphasis might be placed in 
future research projects. 

These organizations can also dis- 
cuss definition and clarification of 
what each agency will be doing to 
avoid overlapping and to give 
general emphasis and support to 
each other in their program 
planning. Arrangements are being 
made for periodic joint discussions 
and planning by these groups. 


SCARCITY OF RESEARCH TOOLS 


One difficulty, in addition to the 
need for trained nurse researchers, 
is the scarcity of research tools, 
such as an index of nursing studies. 
One project has provided for ab- 
stracts of studies in public health 
nursing for the period 1924-1957. 
Another investigator has searched 
out and classified approximately 
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5000 references to nursing studies. 
Currently, some support is being 
provided for preparation of a re- 
search index design, based on the 
research reference file at Yale. 

Cooperation is essential in the 
exchange of information about 
outgoing research. Groups con- 
tributing would be the National 
Library of Medicine, the American 
Hospital Association Library Serv- 
ice, the Bio-Sciences Information 
Exchange and the Health Infor- 
mation Foundation. 

As a part of its program of con- 
sultation, the Division of Nursing 
Resources has been helping hospi- 
tals apply research findings from 
many of its own projects. It is im- 
portant that assistance be given 


throughout the country to nurses 
and nursing groups and hospitals 
on the quickest application of 
pertinent findings of research. This 
Division has planned for the future 
not only to assist with the applica- 
tion of findings of its research but 
also will assist with the application 
of other pertinent research find- 
ings. The American Nurses’ Foun- 
dation also plans to furnish con- 
sultants to give assistance with the 
application of research findings. 
Finally, the goals of research in 
nursing are improving patient care 
by bringing the professional nurse 
closer to the patient, giving assist- 
ance to the physician and helping 
the hospital administrator with the 
operation of his plant. Lal 





NOTES AND COMMENT 





Psychiatric scars from pediatric surgery 


A hospital is no place for child discipline, Willis J. Potts, M.D., 
professor of surgery at Northwestern University Medical School, told 
the Illinois State Medical Society at its 120th annual meeting in Chicago. 

In his speech on “Changing Aspects of Pediatric Surgery”, Dr. Potts 
stated that some children are so frightened by their hospital stay that 


they require psychiatric treatment 
after discharge. He added, “We 
don’t want children to get well 
physically and go home with a 
psychiatric scar.” 

Parents, and mothers in par- 
ticular, should be permitted to be 
with their hospitalized youngsters 
throughout the day, rather than 
just at certain times on certain 
days, he said. Dr. Potts recom- 
mended that parents should be 
allowed to visit their hospitalized 
children from 10 a.m. through 7 
p.m. daily. 

Hospital personnel can help 
children overcome their fears by 
“being utterly frank” with them 
and explaining what will happen 
during their operations, the phy- 
sician suggested. 

More visitors and longer visit- 
ing hours, he postulated, would 
spare children from the psychiatric 
sears, which fright and loneliness 
produce. w 


Medical reeord librarians 
adopt new requirements 


Of interest to all hospital per- 
sonnel concerned with medical 
records will be the amendment to 
the bylaws passed by the House of 
Delegates of the American Asso- 





ciation of Medical Record Librari- 
ans in October 1959, to be effective 
Jan. 1, 1965. 

After that date, only graduates 
of approved schools for medical 
record librarians will be eligible to 
write the registration examination 
of the Association. 

Until that date, medical record 
personnel employed in medical 
record departments of hospitals, 
clinics or other distinctly medical 
facilities, are eligible to write the 
examination provided they meet 
the following qualifications: 

1. Have an associate or active 
membership in the Association. 

2. Have a minimum educational 
background of 60 semester hours 
of credit from an accredited uni- 
versity or college, or graduation 
from an accredited school of nurs- 
ing. 

3. Have served successfully as ‘a 
full-time medical record librarian 
in a hospital of 50 or more beds, 
or in a clinic or other distinctly 
medical facility, for five out of six 
years immediately preceding date 
of application. 

Or, not possessing these quali- 
fications, if they are accredited 
medical record technicians who 

(Continued on page 126) 
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Radiator heat can't do it... 
































Sunlight can't do It.es 


With “Scotch” Brand Autoclave Tape 
only your autoclave machine can 
make these markings appear! 


“SCOTCH” BRAND HOSPITAL AUTOCLAVE UNMISTAKABLE MARKINGS appear only after 
TAPE NO. 222 sticks at a finger touch, seals linen or this tape has been subjected to correct levels of heat 
paper packs surely. It's faster than pins or string and and moisture found in autoclave. No danger of these 
you can write on this tape with pencil or ink. Peels off markings being accidentally activated by radiator 
clean without leaving sticky residue. heat, sunlight, a dry air pocket in a faulty autoclave. 


Nothing on the outside of a bundle, of course, can guarantee sterility of the contents. 








SCOTCH" is a regist: lemark of 3M Co, 
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Which is chyle and which is Lipomul I. V.?' 


As you know, after digestion, fat passes as an emulsion called chyle through 
the lacteals into the lymphatics tributary to the thoracic duct, and then 
into the systemic circulation. Lipomul LV., like chyle, is a fine milk-white 
emulsion of fat. Its fat particles approximate those of chyle in size: about 
1/7 the diameter of the normal red blood cell. Because of this minute par- 
ticle size, like chyle, Lipomul I.V. is non-irritating to the vein. The fat pro- 
vides 8 times more protein-sparing calories per cc. than does 5% glucose. 
It is swiftly and completely metabolized. Therefore, when formation of 
chyle, a major source of calories, is blocked during pre- and post-operative 
“digestive tract bypass”, many surgeons add Lipomul I.V. to their stand- 
ard fluid and electrolyte regimen to provide the most concentrated source 
of energy. 


*A—Mammalian chyle (magnified 2500X) 


B—Lipomul L.V. (magnified 2500X) bd 
Formula: i 0 m I 
Cottonseed Oil p . 8 


‘ / Trademark, Reg. U. S. Pat. Off. 
Dextrose Anhydrous 4% w/v 


Lecithin ... ee ik 


Oxyethylene oxypropylene 


Supplied in 250 cc. and 500 cc. bottles The Upjohn Company, Kalamazoo, Michigan 
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ADVERSE 
DRUG REACTION 
REPORTING 


by IRVIN KERLAN, M.D. 


HE ADVERSE reaction reporting 
f pat eie began in January 
1960 as an outgrowth of the ex- 
perience gained by the Food and 
Drug Administration in the “Pilot 
Study on the Reporting of Ad- 
verse Effects of Drugs’. This study 
was conducted during the previous 
four-year period with a selected 
group of hospitals in cooperation 
with the American Association of 
Medical Record Librarians, Amer- 
ican Society of Hospital Phar- 
macists, American Hospital Asso- 
ciation and American Medical 
Association. 

The program is designed to de- 
velop information promptly as to 
the untoward effects of drugs, 
especially new drugs, in the inter- 
est of patient safety and the public 
health. Through this program, an 
approach can be made to initiate a 
nation-wide reporting of adverse 
effects of drugs. 

During the past two decades, 
the development of highly effec- 
tive yet complex and potent drugs 
and medical devices has advanced 
without equal in any previous 
period. As is well known, these 
therapeutic agents frequently have 

Irvin Kerlan, M.D., is associate medical 
director, Bureau of Medicine, Department 


of Health, Education and Welfare, Food 
a, Drus Administration, Washington 25, 
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A significant step has been taken 
in the direction of safer drug therapy 
in United States hospitals through the 
establishment of the adverse drug re- 
action reporting program, according 
to the author. In this article, he de- 
scribes the workings of the program 
and the part played by hospitals in it. 





potentialities for harm directly 
related to their physiological prop- 
erties. Unless their uses are appro- 
priately safeguarded, serious and 
sometimes fatal reactions may 
occur. It is also known that these 
agents must be used widely for a 
time after laboratory and clinical 
investigation to ascertain their full 
range of effects. 

Experience with new drugs must 
be followed closely to learn 
whether any serious untoward 
effects are associated with their 
use so that appropriate protective 
measures can be provided in the 
interest of the patient, the physi- 
cian, the hospital, the pharmacist 
and the drug manufacturer. Sev- 
eral unfortunate experiences with 
new drugs in the past few years 
have pointed to the need for close 
and continuing observation of 
drugs after introduction for use. 


ADEQUATE REPORTING NEEDED 
The principal legal responsibility 


for insuring that appropriate safe- 
guards are provided in drug label- 
ing rests with the Food and Drug 
Administration under the terms 
of the Federal Food, Drug and 
Cosmetic Act. This law serves to 
maintain the identity, potency, 
quality, purity, proper labeling 
and packaging of all drugs shipped 
in interstate commerce. The FDA 
needs adequate facilities for keep- 
ing abreast of the developments 
associated with the wide use of 
drugs under all conditions. Until 
the present time, after a new drug 
is released under the new-drug 
provisions of the Act, FDA has 
been able to follow the use of the 
drug only through its own rela- 
tively small professional and in- 
spectional staffs, supplemented by 
published literature and sporadic 
voluntary reports from physicians, 
institutions and pharmaceutical 
manufacturers. These varied 
sources are invaluable in getting 
detailed information about drugs, 
but there are shortcomings in re- 
lying solely on these resources. 
The delay that frequently occurs 
between the time a serious drug 
reaction is observed and it is re- 
ported in the published literature 
limits in a great measure its value 
to alert the professional user to pre- 
vent additional incidents. Too, this 
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“chance” system of reporting pre- 
cludes the application of statistical 
evaluation to determine the broad 
significance of the severity of the 
encountered reactions in relation 
to the benefits associated with the 
“clinical use of the drug without 


misadventure. 
FOLLOW-UP IS ESSENTIAL 


At the time the new-drug ap- 
plication is permitted to become 
effective, it is not feasible to de- 
termine with finality the drug’s 
safety. The knowledge gained from 
its wide use on thousands or mil- 
lions of people under recommended 
or suggested uses is essential. Ex- 
perience has shown, that clinical 
results do not always parallel the 
knowledge gained from the orig- 
inal testing of a new drug under 
carefully selected and controlled 
clinical conditions. With broad use, 
there may be a shift in the pattern 
or frequency of side effects or na- 
ture of toxicity from that recog- 
nized initially. Unexpected reac- 
tions may become manifest. This 
points up convincingly that each 
drug continues to require close 
observation in order to determine 
how its use must be controlled to 
avoid risk of injury. 

The Act provides that a new- 
drug application may be revoked 
if subsequent experience shows 
that the drug is no longer consid- 
ered safe. This responsibility must 
be shared also by the manufac- 
turer and the medical profession. 
When a serious situation arises, 
measures must be taken which 
will result in changes in labeling 
to provide additional cautions and 
warnings, recalling the drug from 
the market to bring it into com- 
pliance, or, on occasion, perma- 
nently withdrawing the drug. 


COOPERATIVE ACTION 


The development of facilities to 
follow closely, promptly and con- 
tinuously the long-range effects of 
drugs has lagged, in view of the 
multiplicity of problems_ which 
arise. 

This matter has been receiving 
increasing attention by all asso- 
ciated with production, use and 
control of these articles. The need 
for establishing a system for re- 
porting untoward effects of thera- 
peutic agents was pointed up by 
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Chauncey D. Leake, Ph.D., in an 
article on drug allergies.! 

A. H. Holland Jr., M.D., former 
medical director of FDA, empha- 
sized the need for such a program 
in a paper he presented before the 
AAMRL. In this presentation, he 
cited the advisability of develop- 
ing improved methods of reporting 
and retrieving information as to 
untoward effects of drugs and other 
substances, which would be di- 
rected to a centralized agency.2 

At that conference, the medical 
record librarians were invited, 
through their national organiza- 
tion, to participate with FDA in 
a pilot study to develop method- 
ology for reporting adverse reac- 
tions. This opportunity to work 
together on the study was sup- 
ported by the Association, and 
medical record librarians of co- 
operating hospitals were desig- 
nated to serve as a committee to 
develop the project. 

Helen D. McGuire, as the presi- 
dent of the Association, presented 
the significance of medical records 
in therapeutics and the role of the 
medical record librarian in utiliz- 
ing the full potentialities of med- 
ical records for the protection of 
public health. She emphasized the 
many health benefits to be achieved 
by participants through the de- 
velopment of such a system. These 
needs have been referred to by 
others in the published literature, 
in particular by Harry Alexander, 
M.D., in his book, Reactions with 
Drug Therapy.* 

The ASHP responded to the sig- 
nificance of this program to the 
profession and to the hospitals of 
the country. In May 1955, the 
ASHP passed a resolution favor- 
ing a tripartite project on behalf 
of the ASHP, FDA and the 
AAMRL. Credit for this develop- 
ment is due in a large measure to 
George Archambault, D.Sc., past 
president of the ASHP and par- 
ticipant in the early discussions 
dealing with the necessity and de- 
sirability for the development of 
a reporting system.5 

On June 20, 1955, a meeting was 
sponsored by FDA’s Bureau of 
Medicine and the AAMRL’s Com- 
mittee on Reporting of Drug Re- 
actions, in cooperation with the 
AMA, the ASHP and the pharmacy 
and therapeutics committees of 


five general hospitals. 

At this initial meeting, a pro- 
gram for collecting and transmit- 
ting the desired information was 
developed. It was agreed by the 
representatives present that bene- 
fits would accrue to their respec- 
tive organizations as well as to the 
medical and related organizations 
through an organized repository of 
information on drugs, to which 
they could turn for ready assist- 
ance in dealing with special drug 
problems. It was recognized that 
in teaching institutions the bene- 
fits from reporting of this nature 
would be looked upon favorably 
as a teaching aid. 

At a second conference of par- 
ticipating members in September 
1956, the pilot study was extended 
to 11 hospitals. The feasibility of 
systematic reporting was assured 
and the enlarged activity was a 
further test of the work of the 
program. The pilot study was con- 


tinued until Jan. 20, 1960, when. 


a conference of participants was 
held to conclude the study and 
undertake an expanded program 
on reporting adverse effects of 
drugs. 

The report form developed dur- 
ing the pilot study was found to 
be satisfactory and with certain 
modifications became the report 
form now in use. (See “Report of 
Adverse Reaction to Drug” form 
on page 68.) 


ADVERSE REACTION PROGRAM 


The Food and Drug Administra- 
tion is interested in obtaining in- 
formation on all types of adverse 
reactions to all classes of drugs. 
The program is designed to de- 
velop information promptly as to 
the untoward effects of drugs, 
especially new drugs. Such in- 
formation will be utilized by the 
FDA in the resolution of medical 
and administrative problems under 
the Federal Food, Drug and Cos- 
metic Act. In addition, it will be 
disseminated to the medical and 
allied professions. 

The program will be conducted 
with a group of teaching hospi- 
tals selected to represent a good 


-cross section of medical experience. 


When necessary, contracts may be 
negotiated with the hospitals (or 
individual physicians designated 
by them) providing for reimburse- 
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Carbocaine combines the best characteristics 
of older local anesthetics with exceptional new 
advantages. 
More potent 
than procaine or lidocaine.” 
Quicker onset of anesthesia 
than obtained with other agents.® 
More prolonged anesthesia 
— lasts several hours.’’* 


Greater safety 
—low toxicity, virtually no vasodilatation,’’® 


epinephrine not required except for hemostasis. 


Local anesthesia extended 
to many more 
patients and procedures.*’® 


o 


Greater stability 
—no risk of decomposition or loss of potency. 


d k reg. U.S. Pat. Off. 





Carbocaine|(brand of mepivacaine), 


i 





CARBOCAINE— 


(Brand of mepivacaine hydrochloride) 


a unique local anesthetic 
with 
.. Outstanding features. ’” 


Carbocaine has been found suitable for eld- 
erly or poor risk patients, for patients with 
epilepsy or cardiac disease, as well as for 
many others in whom potent anesthetics are 
generally contraindicated. 


For infiltration and nerve block, caudal and 
peridural block, and therapeutic block in 
management of pain. 


How Supplied: For infiltration and nerve 
block: Carbocaine hydrochloride, 1 per cent 
and 2 per cent, in sterile saline solution, in 
multiple dose vials of 50 ec. For caudal and 
peridural block: Carbocaine hydrochloride, 1 
per cent, in sterile modified Ringer’s solution, 
in single dose vials of 30 ee. 
References: 1. Sadove, M. 8.: A preliminary re- 
port on Carbocaine, a new local anesthetic. Sub- 
mitted for publication. 2, Luduena, F. P.; Hoppe, 
J. O.; Coulston, F., and Drobeck, H. P.: The 
pharmacology and toxicology of mepivacaine, a 
new local anesthetic, Toxicol. § Appl. Pharmacol. 
To be published. 3. Rovenstine, E. A.: Personal 
communication. 4. Young, J. A.: Upper arm 
block with Carbocaine (mepivacaine), a new 
anesthetic agent, Anesth. g Analg. To be pub- 
lished. 5. Griesser, Gerd: Erfahrungen mit einem 
neuen Lokalanestheticum, Anaesthesist 6:364, 
Oct., 1957. 
(I) withvop Laboratories 
New York 18, N. Y. 
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REPORT OF ADVERSE REACTION TO DRUG 


BUDGET BUREAU NO. 57-RO004.3 
APPROVAL EXPIRES 12-31-60 





1. Case No. 2. Name or initials 








3. Address 


4. Sex Color Age | 5. Occupation 











6. Admission Date | 7. Discharge Date 





8. Attending physician’s name & address 


‘ON [82g 





9. Particular ingredient(s) in drug preparation responsible 
for reaction (use generic or official name) 





10. Trade name of drug preparation 


11. Quantitative Composition (generic or official name of 
each ingredient) in drug preparation 


12. Dosage form 


13. Manufacturer’s name and address 


15. Is remaining portion of 
drug available? 


14. Mfr. Lot or 
Code No. 


20. Drug reaction 





21. Laboratory findings relating to reaction, if pertinent 





22. Treatment of reaction 








16. Condition for which suspected drug was administered 


(s)dnory Sng 











23. Outcome: Still under No Permanent 
observation sequelae injury 
Nature 


No follow-up Date of death______ Autopsy 








17. Other pertinent medical conditions 


24. If reaction occurred prior to hospitalization, was drug 
taken under: 
Direction of physician? [_] selfmedication? [| 








18. Dosage schedule: 
a. Amount, route and frequency of individual dose 


b. Total number of doses c. Total amount given 


e. Date of onset of reaction 


d. Date of first dose 


f. Interval between Jast dose and onset of reaction 





19. Concurrent drug therapy (including dosage schedule) 


25. Factors contributing to reaction, e.g., drug 
adulterated, mislabeled, etc. (see Guide) 





26. History of previous exposure to suspected agent(s) 








27. Evaluation of case. Include mechanism of reaction 
(e.g-, overdosage, allergy, etc.) (see Guide) 


®WeN epezy pue 
(TB1213JO Jo J139Ua5) 
(S)3uetpazZu] atqrsuodsay 


*SUT] STGI PAOge 23134 JON OG ‘ATUO ASN YQy 104 





28. Reporting hospital (name and address) 





29. Signature 


30. Title 








31. Date 











DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE, Food and Drug Administration, 


Bureau of Medicine, Washington 25, D. C. 


FORM FD-8M-1 REV. 2/60 


(Use reverse side for additional writing space) 


GPO 890553 








THIS form is used to report significant drug reactions. The FDA's ‘‘Guide to Completion of Report Form’’ con- 
tains full instructions to ensure that the hospital furnishes adequate data on each drug reaction reported. 
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ment. As the program develops, 
additional hospitals will be in- 
cluded with the aim of establish- 
ing nation-wide reporting. 

The nucleus of the program 
will be the participating hospi- 
tals; however, other hospitals, in- 
dividual physicians, and medical 
and allied organizations and in- 
dustries will be encouraged to 
submit reports. 

The FDA’s concept of an “un- 
toward effect” is (1) any un- 
wanted condition precipitated by 
a drug regardless of its nature or 
the circumstances of its occurrence, 
(2) injury from improper method 
of administration, (3) use of the 
wrong drug, (4) error in com- 
pounding, labeling or packaging or 
(5) frem other error in the manu- 
facture of the drug or in its prep- 
aration for use in the hospital. 
Reports of hospital errors are of 
interest solely because of their 
value in uncovering deficiencies in 
the manufacturing, packaging or 
labeling of a drug. 


SIGNIFICANT CASES 


Significant cases of untoward 
effects of drugs encountered will 
be submitted on individual report 
forms to the FDA on a periodic 
basis. In addition to the individual 
report forms for the significant in- 
cidents, periodic tabulations of all 
reactions encountered in the hos- 
pital, as well as outpatient clinics, 
will be submitted. This will con- 
sist merely of a listing of the drugs 
by nonproprietary and trade names, 
the type of untoward effect en- 
countered and the number of such 
cases. This will provide informa- 
tion on the over-all drug-reaction 
picture, as well as indicating any 
trends in incidence of reactions to 
well known drugs. 

For the purposes of this pro- 
gram, the “significance” of an un- 
toward effect must be determined 
in relation to what is already well 
known about the harmful poten- 
tialities of the drug. This knowl- 
edge is usually a factor of newness. 
The FDA is interested in all ad- 
verse effects encountered with new 
drugs and, in addition, serious or 
unusual reactions to older drugs. 

Understandably, there will be 
intermediate situations where the 
significance of a reaction will not 
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be easily determined. Doubtful 
cases are also to be reported. Not 
only readily diagnosed incidents of 
untoward effects, but also suspi- 
cions will be reported since a 
series of similar suspicions may 
be significant. These cases will be 
reported as questionable. 
Occasionally FDA may request 
the hospitals to run special checks 
on the nature and incidence of 
untoward effects of certain drugs 
or groups of drugs. The source of 
such material will be confidential. 


PLANNING AND REPORTING 


It is anticipated that the methods 
employed in carrying out the pro- 
gram will vary somewhat with 
the reporting hospitals because of 
differences in personnel, facilities 
and administrative practices. We 
believe, however, that certain basic 
concepts should be kept in mind 
and adhered to as closely as pos- 
sible. There are: 

1. One or more physicians should 
be engaged in the program, with 
one specifically having ultimate 
responsibility. 

2. The services of the hospital 
records office will be involved as 
well as those of the pharmacist. 

3. An alerting mechanism should 
be developed within the hospital 
so that those concerned are 
promptly notified of the occurrence 
of adverse drug reactions. The 
cooperation of the nursing staff 
is vital also. 

4. To reflect experience in the 
various specialties, each hospital 
service should be covered, includ- 
ing, when applicable, the outpa- 
tient service. 


TYPES OF REPORTS SOUGHT 


Significant individual case re- 
ports are to be submitted on forms 
provided by FDA. Exemplary of 
incidents for full reporting are 
the following: 

1. Incidents that are not already 
well known—In most instances, 
the criterion would be lack of wide 
dissemination in the literature. 

2. Unusually severe incidents— 
This would apply to all drugs. 

3. Incidents occurring under 
circumstances which may have 
special significance—(Although 
some of these might fit with cate- 
gories 1, 2 and 4, some examples 


may prove helpful.) This would 

include the first two incidents 

mentioned above for immediate 

reporting. Other examples are: A 

combination of drugs produces a 

severe unique reaction unlike those 

known to occur from administra- 
tion of its individual ingredients; 

a drug for ophthalmic use is mis- 

takenly given i.m. because its con- 

tainer and label are similar in 
appearance to that of a prepara- 
tion for parenteral use. 

4. Incidents concerned with sus- 
pected reactions—Those not defi- 
nitely diagnosed as being due to 
a particular drug. (Detailed in- 
formation would be needed in 
order to compare them with simi- 
lar reports from other facilities.) 

In addition, a list of all drug 
reactions is to be submitted period- 
ically. 

These reports are to be mailed 
at monthly intervals. In instances 
where speedy action appears in- 
dicated, however; e.g., when a par- 
ticular drug batch is suspected of 
adulteration, drug label mix-up, 
etc., an immediate report by col- 
lect telephone call should be made. 
Reports are to be mailed immedi- 
ately in instances of drugs that 
have produced a unique or severe 
reaction. 

Since the program started, there 
has been a growing interest in this 
activity. It can be expected that as 
the program grows, major con- 
tributions to health will follow. 

With the limited funds and staff 
available to develop this program, 
it cannot become nation-wide so 
early in its development, but we 
shall look with much interest at 
reports of unusual or unique reac- 
tions which are encountered in 
hospitals. Such information will be 
especially helpful in maintaining 
the best and safest drug supply in 
this nation (and in the world). The 
cooperation and support of hospital 
personnel for this program is ac- 
tively sought in the interest of the 
public health and welfare. * 
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COMBINING 
FORCES FOR GOOD 
PATIENT CARE 


7 OT TOO many years ago the 
N hospital was referred to as 
the “doctors’ workshop’”—a place 
simply to treat the recognized 
medical and surgical problems of 
patients. The concerns of today’s 
hospital leaders are much more 
comprehensive, with more atten- 
tion given the whole patient and 
his entire health problem. In this 
evolution the role of the dietitian 
has taken on new importance. 

Problems in food preparation 
and service cannot be separated 
from the other aspects in the pro- 


Sister M. Ferdinand, R.S.M., is admin- 
istrator of Mercy Hospital, Pittsburgh. 
Howard M. Douds, M.D., is a member of 
the medical staff of Allegheny General 
Hospital, Pittsburgh. Helen C. Conway, 
R.N., director of nursing at the Norfolk 
(Va.) General Hospital, was associate di- 
rector of nursing service at Western Penn- 
sylvania Hospital, Pittsburgh. Grace L. 
Stumpf, director of dietetics at University 
Hospital, Ann Arbor, Mich., was director 
of dietetics at Ohio State University Hos- 
pital, Columbus, at the time this mate- 
rial was prepared. Mary Ann Scialabba 
is therapeutic dietitian and nutrition in- 
structor, Allegheny General Hospital, 
Pittsburgh. This article is based on the 
authors’ panel discussion at the American 
Hospital Association dietary department 
administration institute in Pittsburgh. 
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Four members of the medical and 
paramedical professions join with a 
hospital administrator in discussing 
their joint role of providing good 
patient care. Each member describes 
his particular role on the team and 
how he can best cooperate with every 
other member to insure patient satis- 
faction. 





fessional care of the hospital pa- 
tient. Proper education of the pa- 
tient in basic dietary facts extends 
the dietitian’s sphere of influence 
from hospital to home. The dietary 
department, moreover, plays a 
vital role in public relations. Good 


by SISTER M. FERDINAND, R.S.M.; 
HOWARD M. DOUDS, M.D.; 
HELEN C. CONWAY, R.N.; 

GRACE L. STUMPF, and 


MARY ANN SCIALABBA 


food, well prepared and attrac- 
tively served, wins many friends 
for the hospital; any deviation has 
the opposite effect. 

By combining forces with mem- 
bers of the medical and nursing 
professions, dietitians today are 
assisting the sick on the road to 
recovery.—SISTER M. FERDINAND, 
R.S.M. 


THE PHYSICIAN’S ROLE 


Let us first consider the role of 
the physician in dietary manage- 
ment and his working relationship 
with the dietitian. For the proper 

(Continued on page 72) 
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management of his hospitalized 
patient, the physician relies upon 
many highly trained individuals. 
One of the most important of these 
is the dietitian. 

One need not be associated with 
a hospital very long to discover 
how important the dietitian is in 
determining the patient’s opinion 
of the institution. The quality and 
preparation of the food are tangi- 
ble items which most patients re- 
member. They naturally relate 
good nutrition to the maintenance 
or restoration of health. No matter 
how complete the patient’s diag- 
nostic workup or treatment pro- 
gram may be, if his nourishment in 
the hospital is not adequate, he 
will always be inclined to question 
the over-all management of his 
case. On the other hand, if the 
patient’s meals please him, he us- 
ually will believe that all other 
phases of his hospital stay, includ- 
ing his diagnosis and medical 
treatment, are being well executed. 

Diet is an important considera- 
tion in the management of certain 
illnesses. One common application 
of this important phase of dietary 
treatment is the management of 
cardiovascular disease, especially 
hypertension and organic heart 
disease with evidence of congestive 
heart failure. The best of medical 
management may be to little avail 
if the physician and the dietitian 
fail to control the sodium intake. 
It is not enough merely to specify 
a low salt or low sodium diet. In 
the proper management of any 
disease, treatment should be in- 
dividualized to the specific needs 
of the patient at that particular 
time. 

A 250-500 milligram sodium 
diet may allow for good control 
of the cardiac patient in conges- 
tive heart failure, whereas a low- 
salt diet containing two grams 
of sodium may result in failure of 
the treatment and progression of 
the signs of heart failure. It is, 
therefore, important that the phy- 
sician know and prescribe the 
proper degree of sodium restric- 
tion and equally important that 
the dietitian prepare with reason- 
able accuracy the diet as ordered 
by the physician. 

Another field of treatment in 
which diet is of extreme impor- 
tance is the management of various 
types of gastrointestinal disease. 
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The patient with disease of the 
esophagus, gastritis, peptic ulcer 
or irritable conditions of the upper 
digestive tract should have a soft 
or bland diet composed of readily 
digestible foods. Because of the 
problems related to the prepara- 
tion and serving of individual diets 
to a large number of patients, it 
is not always a simple matter to 
provide a soft diet in an appetiz- 
ing form and one which will be 
acceptable to the critical tastes of 
a sick person. In some cases, un- 
doubtedly, carelessness on the part 
of inexperienced personnel is re- 
sponsible for failures in good die- 
tary management. Equally impor- 
tant is the need for a low residue 
diet in the management of colitis 
and certain other diseases of the 
lower digestive tract. If, by rea- 
son of limited personnel and fa- 
cilities or by lack of thought and 
attention to purchase of the hos- 
pital’s food supplies, a truly low 
residue diet is not provided, the 
physician’s treatment of the pa- 
tient with colitis may be a dis- 
appointing failure. 

DIET AND MALNUTRITION 

Other conditions in which the 
diet is of prime importance in 
treatment are malnutrition during 
and following prolonged infection 
and in the care of the patient with 
a poor appetite secondary to can- 
cer. Here the dietitian must pre- 
pare high calerie foods in such a 
way as to appeal to the reduced 
appetites of these unfortunate 
individuals. 

A real problem in dietary man- 
agement is to satisfy the hyper- 
critical tastes of the patient with 
emotional instability or a psychi- 
atric illness. Here the dietitian can 
only do her best to provide attrac- 
tive and appetizing menus and the 
physician must hope that specific 
psychiatric treatment -or possibly 
a tranquilizer will make the dieti- 
tian’s efforts appreciated. The pre- 
viously mentioned are some of the 
examples of the value and import- 
ance of good dietary management 
in the treatment of hospitalized 
patients. 

The physician should be careful 
to avoid the misuse of specific diets, 
thereby overtaxing the time and 
facilities of the dietary department. 
Too often, members of a hospital’s 
medical staff routinely order a 


low sodium diet for any patient 
admitted with a diagnosis of cardi- 
ovascular disease. Not all circula- 
tory or renal diseases require 
sodium restriction and the physi- 
cian should, therefore, give thought 
to the patient’s diet prior to writ- 
ing the diet order. 

In other cases, the physician 
may order a specific diet which is 
indicated in the treatment of the 
patient’s illness for a certain period 
of time, but he then fails to re- 
order the appropriate diet as the 
patient’s condition changes or im- 
proves. This situation is not un- 
common and imposes undue die- 
tary restriction on the patient and, 
again, increased efforts for dietary 
department personnel. 

It should be apparent that a 
physician must have the close co- 
operation of well trained, compe- 
tent and interested personnel in 
the dietary department. Likewise, 
the dietitian has a right to expect 
the proper and timely use of spe- 
cific diets by an understanding 
physician who is considerate of the 
problems of this important hospi- 
tal department. 

—Howarp N. Doups, M.D. 


NURSE’S PART ON TEAM 


Let us next consider the coop- 
eration that should exist between 
the nurse and the dietitian in 
working toward better patient 
care. 

The nurse can be of valuable 
assistance to the dietitian. She can 
call her attention to the patient’s 
likes and dislikes, to peculiar hab- 
its or nationality customs, and to 
deviations in service which might 
occur. She can recommend sub- 
stitutions which might be more 
acceptable. The nurse has an ex- 
cellent opportunity to observe the 
patient, to note the effects of the 
diet and to report these findings 
to the physician. 

At mealtime, the nurse can see 
that her patients are ready to re- 
ceive their trays. Hands should be 
washed, beds tidied, back rests 
raised, and tables placed within 
easy reach of patients so that their 
trays can be served promptly. 
Everything, except emergencies, 
should stop and every available 
hand should assist in rapid de- 
livery of trays. Personnel should 
be assigned to patients who need 

(Continued on page 75) 
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pickles and olives from KRAFT 


Kraft pickles and olives are a natural for easy 
operational control. They are carefully graded 
and sized. Portion cost can be quickly calcu- 
lated from the average count per jar or tin. 
In planning and pricing your menus, olives 
and pickles can be a big help. They 
embellish a dish tastefully, making 
customer satisfaction perceptibly 
greater. This paves the way for 

a better selling price 

profit margin. 

“is are es ee, Placed decoratively on a plate, 


2s mE & re} oe! portion-wise use _ or held by a pick, these color- 


a - ~*, flavor accents do a big “selling 
‘ a < eps >. job” at remarkably little cost. Look 
~ ‘ oa” Bille over the full line when your Kraft 

” man calls. 
Kraft Pickles: Sweets, sours, dills, fresh-pack 


and processed; whole, spears, halves, slices, 
cross-cuts, relish. All crisp, juicy and fine- 
flavored. Gallon jars, No. 10 tins. 

Kraft Olives: Ripe, in 6 sizes, 158 to 466 count 
per No. 10 tin; Queens and Manzanillas, plain, 
pitted or pimiento stuffed. Ripe are the best 
grade from California; green are prime-qual- 
ity imports from Seville. Green are packed in 


gallon jars, ripe in No. 10 tins. 


TIC-TAC-TOE: One Kraft Ribbon Slice cut into four 
strips and a pimiento olive in thirds make this cheese- 
burger a captivating menu feature. Coleslaw, a sweet 
gherkin and shoestring potatoes add their appetizing 


SATELLITE SANDWICH: bit to delight the diner. 


Orbiting olives on saucering 
pickle chips make this ham 
salad and tomato “Jr. Club'' a 
popular specialty in a Florida 
sandwich shop. 





BE PORTION-READY 
WITH KRAFT 


ne, 


Sou 


se with Chicken Fat 


Onion 


There's rich satisfying flavor that pa- 
trons savor in a bowl of Chicken 
Noodle Soup made from the Kraft 
Base. Parsley adds taste and color. 


KRAFT INSTANT COCOA. You never 
miss a hot chocolate sale when you keep the new 
packets of Kraft Instant Cocoa on hand. Just pull 
tab on airtight envelope, pour contents (1¢6-o0z.) 
into cup of hot water, stir and serve—a delicious, 
satisfying drink. 

Many operators prefer these Kraft “individuals” 
all the time; others mainly for off-peak periods 
when the automatic dispenser is not in use. In either 
case, their hot chocolate cus- 
tomers are never disap- 
pointed . . . and another 
profitable sale is made. 

Kraft Instant Cocoa has a creamy, 
dark-rich chocolate color and deep- 
strength flavor. Besides packets, it's 
available (14%, 5, 25 and 100 Ibs.) for 
hot chocolate dispensers and vending 


machines. Chocolate syrup comes in 
2%-lb. tins, 24 to a case. 


SOUP DU JOUR A LA KRAFT... 


Make 106 portions (6-0z.) at .017 per serving from each 1-lb. jar of Kraft Soup Base 
It’s a cinch to serve soups of chef-made quality without cooking meat and bones long hours 
in a stock pot. Merely stir Kraft Soup Base into hot water and the job’s done! Optionally, 
rice or vegetables (for example) may be added. Then simmer briefly and serve. 

Couldn't be easier ... or the results better. And how simple it is to prepare exactly the 
number of portions required for each meal period. Costs only a few pennies per serving. 

Kraft Soup Bases are so superior that many continental chefs use them daily. They’ll ful- | 
fill your expectations, too. Place an order on your Kraft man’s next call! 


KRAFT .. for good food and good food ideas 





to be fed or who need assistance 
in eating. 

It is recognized that nursing per- 
sonnel are closer to the patient for 
longer periods of time than other 
groups within the hospital. Un- 
fortunately, these nursing em- 
ployees are not always on a pro- 
fessional level, and it remains for 
the graduate nurse to make herself 
available for teaching and inter- 
preting to patients. When menus 
are used, the nurse can aid the 
patient in the selection of his food. 

Lastly, the dietitian can make 
the education of the nursing stu- 
dent more meaningful and stim- 
ulating. Nursing educators and 
therapeutic dietitians in many hos- 
pitals are reviewing student ex- 
perience in diet therapy with the 
result that a number of interesting 
programs are emerging. Many of 
these newer programs include nu- 
trition in relation to total patient 
care or at least give the nursing 
student practice in writing diet 
histories and in instructing patients 
on problems directly concerned 
with diet. The effects of such an 
experience cannot help but be of 
lasting value to the nurse. It will 
not only increase the nurse’s in- 
terest in the dietary needs of her 
patients but also the role of diet 
as a part of therapy will assume 
greater significance. ‘ 

HELEN C. Conway, R.N. 


DIETARY MANAGEMENT'S STAKE 


There are many tangible ways 
that an administrative dietitian 
can influence patient satisfaction. 
In planning, buying, and prepar- 
ing food for patients, the adminis- 
trative dietitian should consider 
patient preferences in addition to 
the department’s ability to pro- 
duce quality food. 

For example, our food prefer- 
ence studies indicate that french 
fried shrimp is very popular with 
our regular diet patients. When 
this item is offered on the selective 
menu, there are more requests for 
shrimp than for the meat entree, 
whether it is Friday or not. 

The therapeutic dietitian and 
the food service supervisor who 
contact all patients regarding menu 
selection know that this item is 
one of our best and consequently 
they are enthusiastic when describ- 
ing it to patients. On one particu- 
lar day the requests for shrimp 
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outnumbered roast beef two to 
one, and advance ordering was 
very close to actual need. On the 
afternoon preceding the day for 
the shrimp menu, the fish vendor 
notified the administrative dietitian 
that he had a special offer on 
shrimp—a different brand, nearly 
the same size but much less ex- 
pensive. The dietitian had just 
returned from a conference with 
her administrator on monthly op- 
erating costs; therefore, she was 
very dollar-conscious. She knew 
better than to buy bargains with- 
out sampling, but she made the 
decision to buy the vendor’s sub- 
stitute. 

When the shrimp was delivered 
the next morning, the quality was 
definitely inferior to the hospital’s 
standards. The decision was made 
to serve the item because it was 
too late to obtain anything else 
before preparation time. The rest 
of the story is clear: everyone 
concerned with food production 
and service was ashamed and the 
patients were extremely disap- 
pointed. Why? The administrative 
dietitian had temporarily forgotten 
her primary objective—the patient. 

Let’s use the same example but 
make a different decision when an 
inferior product is received. Know- 
ing the hospital’s reputation for 
quality food, the decision was 
made not to accept the shrimp de- 
livered at the bargain price. We 
decided to make a salmon loaf 
from canned salmon available. Fif- 
teen telephone calls were made to 
the 13 patient serving areas and 
2 cafeterias regarding the substi- 
tution. Here again, the patient was 
expecting french fried shrimp but 
he actually received baked salmon 
loaf. What do you think the pa- 
tients thought of the hospital’s 
food service? 

Granted, there will always be 
some emergencies due to faulty 
deliveries, but many adverse im- 
pressions can be softened if the 
primary objective—the patient— 
is kept in focus. 

Good sanitation and its effect 
upon patient satisfaction could be 
discussed for a whole day and one 
would still not exhaust its many 
ramifications. There can only be 
high quality food if food service 
equipment is sparkling clean and 
the food service employees are 
clean, well trained and wearing 
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caps or hair nets. It takes years to 
build a good reputation for good 
food service, yet one little hair, 
bug or soiled plate can destroy a 
hospital’s reputation for good food. 
Moreover, one such incident may 
lead to condemnation of all hos- 
pital services. 

If an employee with an un- 
treated cut or infected finger or 
hand participates in food service, 
food poisoning could easily de- 
velop: then where would patient 
satisfaction be? 

These incidents may seem to be 
minor items when they are ap- 
proached in a food preparation 
area far removed from the patient. 
However, everything that is done 
in the administrative areas is like 
dropping a rock in a lake—the 
ripples that flow from the splash 
have far-reaching effects. 

The administrative dietitian 
must remember that her lack of 
action can also produce unfavor- 
able comments from patients. For 
example, one day the administra- 
tive dietitian told the cafeteria 
counter woman that she was too 
busy to listen to her problems at 
that particular moment, but would 
later. The employee returned to 
her job and was visibly disturbed 
during the serving period. At 1:30 
she closed the door to-tke dining 
room; at 1:35 a resident entered 
the dining room and asked to be 
served. He explained that he had 
been busy with a very sick patient 
all night and in the morning and 
couldn’t get to breakfast or lunch 
until now. The counter woman, 
still preoccupied with her prob- 
lems, stated loudly, “The dining 
room closed at 1:30 and you’ll 
have to wait until supper, or go 
outside the hospital to eat.” The 
resident headed for the adminis- 
trator’s office. He later returned to 
the nursing station where he im- 
mediately displayed his anger be- 
fore two nurses. The three of them 
proceeded to offer patient care that 
afternoon. How good do you think 
that care was? Did the hospital 
meet its objectives of good patient 
care and patient satisfaction that 
afternoon?—GraceE L. STUMPF. 


THERAPEUTICS AND PATIENTS 


The therapeutic dietitian’s con- 
tribution to patient care is the 
maintenance and improvement of 
the patient’s nutritional status. 


She does this by planning and 
serving meals according to the lat- 
est nutritional standards. 

Since she works with the patient 
for whom diet is a specific thera- 
peutic tool, her contribution is 
more individualized than the ad- 
ministrative dietitian’s. She must 
maintain good nutrition and at the 
same time adapt the diet to the 
limitations set by a specific dis- 
ease. Not only does she have the 
usual problems of trying to please 
her “captive customer” with the 
limitations set by institutional 
feeding, but often she must please 
the patient with a diet that eli- 
minates the foods he enjoys most 
or one which, by its very nature, is 
unpalatable or montonous. 

The dietitian’s contribution does 
not end with feeding the patient 
during his stay in the hospital. 
She must also teach some of her 
patients—and at times members of 
their families—how to live with 
the patient’s dietary restrictions. 

Indirectly, the therapeutic dieti- 
tian aids the patient when she 
serves aS a resource person to 
other members of the health team. 
She also assists in establishing or 
revising a diet manual with the 
members of fhe medical staff’s nu- 
trition committee. 

The therapeutic dietitian cannot 
know her patient’s attitude from 
a card in a file which lists dislikes 
that she has heard vaguely from 
the nurse or the tray girl. A regu- 
lar schedule of bedside visiting 
should be established. During these 
visits a tactful, sympathetic and 
understanding dietitian should es- 
tablish friendly rapport with the 
patient. By assuring the patient 
of the specific reasons for his diet, 
she will help him accept the neces- 
sary restrictions. During these vis- 
its, as well as by direct contact 
with the nurse, physician, social 
worker, etc., the dietitian can 
know her patient and adapt his 
diet and the instruction to meet 
his individual needs. She can then 
relate these to the patient’s con- 
dition, attitudes, education, cul- 
tural patterns and economic status. 
Some hospitals have found that 
daily checking of a selective menu 
with the patient provides good op- 
portunity for informal diet in- 
struction at the bedside at the 
same time ensuring that the pa- 
tient will not be sent foods that 
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he specifically dislikes. 

During her visits with the pa- 
tient the therapeutic dietitian may 
need to instruct the patient and 
members of his family on prepar- 
ation of special foods. 

She should be able to provide 
the patient with a list of neigh- 
borhood stores where special items 
are sold. When necessary, she 
should be able to suggest follow- 
up diet care for him at a commu- 
nity agency after his discharge. 

If the therapeutic dietitian does 
these things, she is giving real 
and tangible professional service 
to the patient. At the same time 
she is given the opportunity to ex- 


perience the satisfaction that can 
be derived from such service. 
Many times, however, the thera- 
peutic dietitian is beset with many 
frustrations in meeting her respon- 
sibilities to the patient. Unfortu- 
nately, her true function is often 
overshadowed by routine duties 
that she must perform simply to 
provide three meals a day for pa- 
tients. How can she be helped? 
Partly by close cooperation and 
good communication with the med- 
ical and nursing departments. The 
therapeutic dietitan must estab- 
lish direct communication with 
these departments and see that 
they understand her function and 


her problems. She must be a real 
member of the team, not merely a 
telephone voice heard only when 
there is some problem or a refusal 
of a request. 

In turn, if the physician and 
nurse help to make the patient 
understand the problems entailed 
in serving and planning his diet, 
if they make sure that the dietitian 
is notified immediately and ac- 
curately of diet changes, and if 
they report the patient’s accept- 
ance or lack of acceptance of the 
diet to the dietitian, they will help 
greatly to make it easier for the 
therapeutic dietitian to fulfill her 
role-—MARY ANN SCIALABBA. . 




















| pees Thanksgiving Day menu 
suggestions are included in the 


selective menus for each region of 
the country that appear on these 


pages, A separate holiday menu 
for the Midwest, South-Southwest, 
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When too many tasks 
seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 


often puts things 
into manageable order. 





East and North-Northwest is in- 
cluded below. 

These holiday menus have been 
prepared by the authors of the 
AHA fall cycle menus to key in 
with the fall cycle menu series, 
since Thanksgiving Day occurs 
within the fall menu cycle (Sept. 
1-Nov. 30). The fall cycle menus 
were published in the July 1, July 
16, August 1 and August 16 is- 
sues of the Journal. 

The Thanksgiving Day menus 
were prepared so that they could 
be easily inserted in the fall cycle 
menus. On Thanksgiving Day, hos- 
pitals are invited to use the menus 
here in place of the menu from 
the AHA fall cycle menu series 
that they would have used on 
November 24. 

In addition to substitution of the 
day’s menu, dietitians are cau- 
tioned to check the appropriate 


weekly market order for perish- 
ables, to delete the items for the 
November 24 scheduled menu and 
substitute the items needed to pro- 
duce these suggested menus. 

The Thanksgiving Day menus in 
most instances feature a choice of 
entree, vegetable, salad and des- 
sert on the noon and night menus. 
Two cereals and two fruits have 
been offered on the breakfast 
menu. 

Since one of the choices offered 
on the Thanksgiving Day menus 
is designed for use on modified 
diets, the menus can be used for 
both normal and modified diets. 

In addition to providing a selec- 
tive menu for Thanksgiving Day, 
the authors have agreed to share 
their recipes for some of the 
Thanksgiving Day menu items, 

Here are recipes for the menu 
items marked by an asterisk on the 


holiday menu insert below. 


RASPBERRY ARGENTINA SALAD 
(50, 4 oz. portions) 

lb. 8 oz. raspberry-flavored gelatin 
oz. sugar 
qts. boiling water 
qts. cold water 
lb. 8 oz. cooked prunes, pitted and 
chopped 
lb. 8 oz. canned crushed pineapple, 
drained 
oz. broken walnuts or pecans, if 


desired 


1. Dissolve gelatin and sugar in 
boiling water; add cold water and 
chill. 

2. When gelatin mixture begins 
to thicken, add prunes and pine- 
apple. 

3. Pour into 2 pans (9 x 13% 
inches). Sprinkle with nuts, if 
desired. 

4. Cut 25 portions per pan. 

5. Serve on bibb lettuce and 
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breakfast 





Midwest 


| South-Southwest | 


Half of Fresh Grape- 
fruit with Mince- 
meat Center (F) 
or Grape Juice (S) 

Oatmeal (FS) 
or Cornflakes 

Scrambled Eggs with 
Chipped Bacon (FS) 

Holiday Coffee Cake (F) 


Chilled Apple Juice (FS) 

Roast Young Tom Turkey (FS)—Sage Dressing and 
Cranberry Sauce (' 

Mashed Potatoes (FS) or Candied Sweet Potatoes 

Creamed Tiny Peas (FS) or Buttered Cauliflower 

*Raspberry Argentina Salad (F) or *Cottage Cheese Mold (S) 

Pumpkin Tart (F) or Lemon Sherbet (S) 

*Chiffon Surprise for Children’s Menu 





Broiled Grapefruit Half 
with Honey (F) 
or Pineapple Juice (S) 
Wheat Farina 
or Cornflakes (FS) 
Scrambled Egg (FS)— 
Link Sausage (F) 
Butterscotch Roll (FS) 


Consomme Madrilene (FS) with Wheat Wafers 

Roast Turkey (FS)—Cornbread Dressing—Giblet Gravy— 
Fresh Cranberry Sauce (F) 

Glazed Sweet Potatoes (F) or Whipped Potatoes (S) 

Savory Onions (F) or Buttered Peas with Mushrooms (S) 

Relish Plate (Stuffed Celery Rings, Ripe and Green Olives, 
Carrot Straws) (F) 

Hot Biscuits—Honey (F) 

Pumpkin Pie with Whipped Cream (F) or Lemon Ice Box Cake (S) 


night 





Oyster Stew with Oyster Crackers (FS) 

Cold Turkey Sandwich with Potato Chips and Sliced Tomato (F) 
or Canned Fruit Plate with Cottage Cheese (S) 

Harvard Beets (F) or Buttered Wax Beans (S) 

Tossed Greens with Oil Dressing (F) 
or Assorted Pickles and Olives 

Date Cupcake (F) or Vanilla Ice Cream (S) 





Oyster Stew with Oyster Crackers (FS) 

*Ham Croquettes with Bechamel Sauce (F)—Stuffed Cinnamon Apple 
or Roast Leg of Lamb—Gravy (S) 

Buttered Noodles (S) 

Buttered Broccoli with Almond-Butter Sauce (F) 
or Buttered Asparagus (S) 

Chef Salad with Herb Dressing (F) 

Mincemeat Cake Square with Seafoam Icing (F) 
or Vanilla ice Cream (S) 








East 





| North-Northwest 


(F)}—Full Diet 


Fresh Frozen Grape- 
fruit Juice (S) 
or Stewed Prunes (F) 
Cornmeal 
or Shredded Wheat 


Cerea 
Blueberry Muffin 


Broiled Grapefruit 
with Rum Sauce (F) 
or Grape Juice (S) 

Oatmeal 
or Sugar Coated 

Cereal 

Fried Eggs— 
Canadian Bacon 

Pilgrim's Roll 


*Mulled Cider (F) 

Roast Turkey (FS)—Stuffing—Giblet Gravy (F) 
Candied Sweet Potatoes (F) or Snowflake Potatoes (S) 
Creamed Onions (F) or Peas (S) 

Cranberry Sauce (FS) 

Celery and Olives (F) 

*Mince Pie (F) or Pumpkin Pie (S) 

Salted Nuts Mints 








Strawberry-Pineapple Cocktail (F) 
Roast Tom Turkey (FS)—Cornbread Dressing and Giblet Gravy (F) 
Sweet Potato Baskets (FS) 
French-Cut Green Beans (FS) or Buttered Spinach 
Holiday Fruit Salad (F) 
*Cornucopias with Pumpkin Chiffon Filling (FS) 
or Whipped Gelatin with Whipped Cream 





Cream of Potato Soup (FS) 
Hot Sliced Turkey Sandwich (FS)—Giblet Gravy (F) 
or Cold Plate: Jellied Waldorf Salad, Sliced Ham, Cranberry Bread 
Carrots and Peas (FS) or Buttered Aspararus 
Relishes: Sweet Pickle Chips and Celery (F) 
Fresh Grapes or Squash Custard (FS) 





Turkey-Noodle Soup (FS) 

Cold Sliced Turkey (S) or Ham Salad on Sliced Tomato (F) 
Baked Potato with Sour Cream (S) or French Fried Potatoes (F) 
Buttered Peas (FS) or Buttered Asparagus 

Cabbage Cornucopia with Fresh Cranberry Relish (F) 
Thanksgiving Sugar Cookies (FS) or Fruit Ice 





(S)—Soft Diet 


(FS)}—Full and Soft Diet 


Bread, butter and a choice of beverages are to be included with each meal. 








“Recipe for this item is included on pages 78, 79 and 80. 
Midwest Thanksgiving Day menu was prepared by Constance Hilton, chief dietitian, Lutheran Hospital, Moline, Ill. 

South-Southwest Thanksgiving Day menu was prepared by Mary C. Male, assistant director of dietetics, Duke University Medical Center, Durham, 
N.C. 
East Thanksgiving Day menu was prepared by Louise Hatch, director, dietary department and school of dietetics, Massachusetts General Hospital, 
Boston. 
North-Northwest Thanksgiving Day menu was prepared by the dietary department, St. Mary-Corwin Hospital, Pueblo, Colo. 
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HAM CROQUETTE WITH BECHAMEL SAUCE 


garnish with mandarin oranges 
and parsley. 


RASPBERRY-COTTAGE CHEESE 
MOLDED SALAD 
(48 portions) 
1 Ib. 8 oz. raspberry or other fruit- 
flavored gelatin 
2 qts. boiling water 
1 qt. cold water 
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2 qts. small curd cottage cheese 
Parsley as needed 
3% ec. cranberry sauce, strained 


1. Dissolve gelatin in boiling 
water; add cold water. Mix well. 

2. When gelatin mixture is a 
jelley-like consistency, fold in cot- 
tage cheese. 

3. Pour into 50 individual molds 


or into 2 pans (9 x 13% inches). 
Chill until set. 

4. Unmold or cut 48 portions 
per pan. Serve on salad greens; 
garnish each salad with parsley 
and 1 tsp. strained cranberry sauce. 


CHIFFON SURPRISE 

1. Prepare chocolate chiffon 
pudding from a mix; following 
the directions on the package. 

2. Portion pudding into ice cream 
cone or baked tart shell; chill un- 
til set. 

3. Garnish with whipped cream 
and grated chocolate. 

Note: Since Lutheran Hospital 
in Moline, Ill, has found that 
many children do not like the tra- 
ditional pumpkin pie at holiday 
time, they substitute this chiffon 
surprise for service on pediatric 
wards. 


HAM CROQUETTES 
WITH BECHAMEL SAUCE 
(100 servings) 
qts. mashed potatoes 
qts. ground cooked ham 
ec. minced green peppers 
oz. butter 
eggs, slightly beaten 
Bread crumbs for dipping 


1. Combine first four ingredi- 
ents. Shape into croquettes and 
chill, 

2. Dip croquettes into egg and 
then crumbs before frying. 

3. Fry in deep fat (375-400 F.). 

4. Top each croquette with be- 
chamel sauce. 


Bechamel Sauce 
(2 qts.) 


1% qts. white stock 

onion slices 
tbsp. peppercorns 
oz. chopped carrots 
bay leaf 
oz. butter, melted 
oz. flour 
qt. liquid (prepared above) 
qt. hot milk 

6 tsp. salt 
tsp. white pepper 
Few grains cayenne 


1. Cook first five ingredients to- 
gether for 20 minutes. Strain. This 
should yield 1 qt. liquid for use in 
preparation of sauce. 

2. Using the remaining ingredi- 
ents, follow the same procedure as 
for preparation of white sauce. 

3. Top each croquette with be- 
chamel sauce. 

(Continued on page 80) 





MINCE PIE 


MULLED CIDER 
(50, 4 oz. portions) 
1% gals. apple cider 
2 oz. cinnamon sticks 
1 orange, thinly sliced 


1. Combine ingredients; let sim- 
mer for 1% hours. 
2. Serve hot. 


CRANBERRY DRESSING 
(50 servings) 
10 Ibs. day-old bread 
2 lbs. onion, finely chopped 
3 Ibs. celery 
1% oz. poultry seasoning 
2 oz. salt 
% oz. pepper 
2 Ibs. cranberries, chopped coarsely 
2 oz. lemon juice 
2 oz. orange juice 


1. Soak bread in warm water 
until thoroughly wet. 

2. Press out all excess water. 

3. Sauté celery and onions until 
tender and golden brown. 

4. Add seasonings, cranberries 
and fruit juices. 

5. Mix lightly. 

6. Place in 2 baking pans (12 x 
20 inches) and bake in 350° F. 
oven for 45 minutes. 

7. Using a No. 12 scoop, portion 
25 servings per pan. 

Note: This recipe may also be 
used as stuffing for turkey. This 
recipe provides enough stuffing for 
2, 20 lb. turkeys. 


MINCE PIE 
(6, 9-inch pies) 


Filling 


41% Ibs. raisins 

34 Ib. beef (top of round) 

\% Ib. suet 

3 whole’ oranges, ground 
1% lbs. cooking apples, diced 
1% oz. molasses 

34 «. apple cider 

1 oz. brandy 

1 oz. cinnamon 

4 oz. cloves 

% oz. allspice 

\% oz. salt 
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1% Ibs. brown sugar 
Dash banquet flavoring 


1. Boil and grind beef and suet. 

2. Mix all ingredients and boil 
for 10 minutes. 

3. Allow filling to stand for two 
or more weeks in refrigerator to 
develop flavor. 


Bottom Crust 
(6, 9-inch pie shells) 


1% Ibs. pastry flour 
1 oz. dry milk powder 
1 oz. sugar 
1 tsp. salt 
\% Ib. lard 


1% ec. cold water 


1. Blend ingredients together, 
except cold water. 

2. Add cold water. 

3. Roll and fit into bottoms of 6, 
9-inch pie shells. 

4. Add mince pie filling allow- 
ing 2 lbs. per pie. 

5. Prepare dough for top crust 
(see recipe below). 

6. Cut dough into strips and ar- 
range in lattice fashion. 

7. Bake in 425° F. oven for 30- 
40 minutes. 

8. Cut 8 portions per pie. 


Top Crust 


1. Same as bottom crust, but 
increase lard to %4 lb. 


CORNUCOPIAS WITH 
PUMPKIN CHIFFON FILLING 
(150 servings) 
Cornucopias 
(150) 
8 Ibs. pie crust 
150 cone-shaped drinking cups (3% 
inches ) 
Pumpkin chiffon filling (see recipe 
below) 
Whipped cream as needed 


1. For cornucopias, roll portions 
of dough into 8-inch circles. Cut 
each circle in half. With one half 
of the dough cover a cone-shaped 


¥ fu ’ wh : 
CORNUCOPIA WITH PUMPKIN CHIFFON FILLING 


paper cup by rolling the cup from 
left to right over the dough and 
shape into a cornucopia. 

2. Place cornucopias on baking 
sheet and bake in a 400° F. oven 
until done, approximately 12-15 
min. 

3. Remove paper cup while crust 
is still warm. Cool. 

4. Fill each cornucopia with 6 
oz. pumpkin chiffon filling and 
decorate with whipped cream. 


PUMPKIN CHIFFON FILLING 
(150 servings) 

3 doz. egg yolks, slightly beaten 

6 Ibs. sugar 
3% qts. pumpkin 

2 tbsp. salt 

qts. milk 

2% tbsp. ginger 

2 tbsp. nutmeg 

2 tbsp. cinnamon 

4 oz. plain gelatin 
1% qts. cold water 

3 doz. egg whites, stiffly beaten 
150 cornucopias 


1. To slightly beaten egg yolks, 
add 3 lbs. sugar, pumpkin, salt, 
milk and spices. Cook until thick 
in a double boiler. 

2. Soften gelatin in c.1d water; 
add to pumpkin-spice mixture. 
Cool, 

3. When mixture begins to 
thicken, add remaining sugar. 

4. Fold in beaten egg whites. 

5. Portion 6 oz. filling into each 
baked cornucopia. 





NOTES AND COMMENT 


New Jersey hospital patients 
list dessert favorites 





Dessert favorites at the East 
Orange (N.J.) General Hospital 
include cheese cake and mincemeat 
bars, reports Carolyn Sebastian- 
elli, the hospital’s dietitian. Miss 
Sebastianelli has featured these 
menu items on her set of winter 
cycle menus, beginning on p. 84. 

(Continued on page 82) 
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Here are the recipes for the des- 
sert favorites. 


CHEESE CAKE 
(96 servings) 


Base 
4 ec. Zwieback crumbs 
2 ec. granulated sugar 
1 ec. melted butter or margarine 
1 tsp. ground cinnamon 


1. Combine all ingredients. 

2. Divide and spread mixture 
evenly on bottom of three cake 
pans (12 x 18 x 2 inches). 
Filling 
15 Ibs. Neufchatel cheese 
7% Ibs. whole eggs 

9 lbs. granulated sugar 
4% Ibs. whip topping (unbeaten) 
1% Ibs. flour 
%4 Ib. lemon juice 
% Ib. vanilla 

1. Put cheese in mixing bowl 
and turn mixer on low speed. 


2. Add eggs to cheese; continue 
to mix at low speed. 

3. Add sugar and continue to 
mix on low speed. 

4. Add whip topping. 

5. Add flour and turn mixer to 
high speed. 

6. Add lemon juice and vanilla. 

7. Pour mixture over crumb- 
lined cake pans and bake in 350°F. 
oven for 50 minutes. Leave cakes 
in oven with heat off for an ad- 
ditional 30 minutes. 

8. Remove cakes from oven, cool 
and dust with confectioners’ sugar. 

9. Cut 32 portions per pan. 

MINCEMEAT BARS 
(72 servings) 

5% lbs. prepared biscuit mix 
3% lbs. sugar 

7 eggs 

\% lb. butter or margarine 
1% e« milk 
2% qts. prepared mincemeat 


1. Combine ingredients, except 
mincemeat, and mix well. 

2. Divide mixture in half and 
pat % of mixture on bottom of 
oiled sheet pan (18 x 25 x 1 inch). 
Leave % inch of free space around 
edges of pan. 

3. Spread mincemeat over dough. 

4. Roll or pat remaining dough 
on waxed paper and turn over 
mincemeat. Remove waxed paper. 

5. Bake in 375°F. oven for 30 
minutes. 

6. Frost with confectioners’ icing 
or dust with confectioners’ sugar. 

7. Cut into bars while warm. 
Cut 72 bars per pan. 

NOTE: If prepared biscuit mix is 
not available, the desired amount 
of mix for the mincemeat bars 
can be prepared by combining 6 
qts. flour, 1 c. baking powder, 6 
tbsp. granulated sugar, 3 tbsp. salt 
and 1% lbs. shortening. ba 








Winter Cycle Menu 
for the East 





f HE 21-Day selective winter cy- 
cle menu and market orders 
for perishables are designed for 
hospitals in the East. These menus, 
which are to be used during De- 
cember, January and February, 
feature foods popular in the east- 
ern section of the United States. 

The menus in this issue are the 
third in a four-part series of fall 
cycle menus published in this 
Journal. Winter cycle menus for 
the Midwest and South-Southwest 
were included in the October 1 and 
16 issues of HOSPITALS, J.A.H.A. 
Winter menus for the North- 
Northwest section of the country 
will be published in the November 
16 issue. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. A moderate to 
low cost food budget was used. 

This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
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are offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 





The fall cycle menus, which may be 
used during November, were published 
in the July and August issues of this 
Journal. 





other modified diets. Where the 
letters (FS) appear, the menu 
item is for the full and soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served on sodium restrictive or fat 
restrictive diets. When fruits are 
included on the desse:'. menu, the 
dietitian will omit sugar in prepa- 
ration or substitute the water- 
packed variety for the diabetics. 


The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 patient 
and personnel meals at breakfast, 
125 at noon and 100 at night. By 
using a multiple of 50, larger hos- 
pitals can easily arrive at their 
market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry, etc. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that 
a 50-bed hospital should have in 
the storeroom at the beginning of 
each 21-day cycle. The items in- 
cluded are cereals and farinaceous 
products, canned fish, canned fruits 
and fruit juices, dried fruits and 
vegetables, jellies, cake and pud- 
ding mixes, pickles, canned soups 
and canned vegetables. 
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NEW TOLEDO Rackless HI-SPEED | 
CONVEYOR 


DISHWASHERS 


provide for future needs... 


feature unique installation flexibility 


with exclusive ADD-A-TANK design 


Loading Wash & Power & 


Sections Prewash Sections Wash Sections Final Rinse Final Rinse Unloading Sections 


F 3414" 
G 4314" 
M 531” 


K 5244” 
L 77 \A"' 


EXTRA LENGTHS TO 
CUSTOMER'S REQUIREMENTS 


H 43" 
N 532" 


J. 432" 
P S37" 


Each Toledo Rackless Dishwasher model is a combination of as many Add-A-Tank units as is necessary to achieve a required 
capacity or a necessary length. Model R3T-22R (shown above) gives you a 36”’ loading section (B), ¢ 342"’ recirculating prewash 
section (E), a 532’ wash section (M), a 53%2’’ power and final rinse section (P), and a 772"’ unloading section (L). 


These new Toledos with exclusive Add-A-Tank design enable you to specify a Rackless 
Continuous Conveyor Dishwasher built to fit your needs exactly. The selected Add-A-Tank 
units go together to give you the length, capacity and specific features needed for top efficiency 
and lowest cost operation . . . and provide for future expansion. Capacities of combinations 
from 4,000 up to 15,000 dishes per hour. 

Add-A-Tank design gives you new freedom in kitchen planning . . . new flexibility and 
ease in installation for high capacity requirements. Many other Toledo features also contribute 
to superior performance, reliability and cost savings in operation. Its 23% ’’ conveyor handles 
largest trays. Electric Water Level Control keeps tanks properly filled. Electric Final Rinse 
Control reduces rinse water and rinse agent consumption. 

A Toledo Field Manager near you offers specialized help in dishwasher recommendations. 
If you would like to have catalog data or other materials, please write. 


TOLEDO (ii, Veh 


DIVISION OF TOLEDO SCALE CORPORATION e@ 245 HOLLENBECK ST., ROCHESTER, N. Y. 
Today, more than ever, it pays to go TOLEDO all the way 


) 


NOVEMBER I, 1960, VOL. 34 


Disposers . . . Heavy- 
duty for fast, trouble- 
free operation. Full 
choice of sizes from 
% HP up to 3 HP 
available in a wide 
selection of cone sizes. 


Peelers . . . Offer fast, 
double-action peeling 
with abrasive on both 
disc and cylinder. Low 
waste. Portable and 
cabinet type. 


Dishwashers . . . Fast, 
thorough. dependable. 
Available in door, 
counter, conveyor and 
rackless types. Ad- 
vanced design, easy 
cleaning. 


Hi-Speed Mixers . . . 
Feature positive gear 
drive: clean. efficient 
operation. Model TM-20 
(20 qt.) shown. Also 
30 qt. and 60 qt. sizes. 
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Ist WEEK EAST WINTER SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


— prepared by Carolyn Sebastianelli, chief dietitian, 
East Orange (N. J.) General Hospital 





night 





Apricot Nectar 
Beef Biscuit Roll, Mushroom Gravy (F) 

or Oven-Baked Chicken, Cream Sauce (S) ° 
Baked Idaho Potato (S) 


breakfast | 
| 


Orange-Grapefruit 
Juice (FS 


or Ready-to-Eat 
Cereal Celery Hearts and Ri 
Poached Egg | or Stuffed Prune 


Olives 


Buttered Chopped Spinach (S) or Mixed Garden Vegetables (F) 


Consomme with Julienne Vegetables 

Breaded Veal Cutlet, Tomato Sauce (F) or Grilled Cubed Steak (S) 
| Parsleyed Creamed Potato (FS) 

Buttered Green Peas (FS) or Whole Kernel Corn 
Jellied Cranberry y-Apple Salad or Lettuce Wedge, Russian Dressing 


| Jelly Roll, Whipped Topping (FS) or Bartlett Pear Half in Syrup 


alad with Cream Cheese and Peanut Butter Dressing | 
Raspberry Chiffon Pie or Yellow Cling Peach Slices (FS) | 





Tomato Juice, Lemon Wedge 


Pineapple Juice (S) 
— Chicken Livers (FS 


or Half Grapefruit (F) 
Farina rE 
or Bran Cereal whip 
Soft Cooked Egg 


Potato (FS 


vena Ice Cream (FS) or Green Gage Plums 


Salad on 4s nger Roll with Jellied Vegetable Salad and Olive Garnish 


—e Wax Beans or Buttered Sliced Carrots (FS) | 
Salad Greens, French Dressing or Cottage Cheese-Chive Salad 


| Mushroom-Barley Soup 
Baked Virginia Ham, Mustard Sauce (F) 
or Broiled Calf’s Sweetbreads (S) 
Buttered Noodles (S) 
Baked Sweet Potato (F) 
| Buttered Brussels Sprouts (F) or Asparagus eprers ) (S) 
| Cabbage-Apple-Raisin Salad or Assorted Relish Plate 
Lemon Meringue Pie (F) or Royal Anne Cherries in Syrup (S) 





Fresh Fruit Cup (F) 
Lamb Patty, Currant Jelly Glaze (FS) 

or Chicken Chow Mein on Fried Noodles 
Steamed Rice (FS) 


Orange Juice (FS) 
or Stewed Prunes 
Whole-Wheat Cereal 
or Ready-to-Eat 
Rice Cereal 
Scrambled Eggs 
—_ ple Whipped Cream Cake ( 
hole Peeled Apricots in Syrup (S) 


Buttered Peas and Carrots (FS) or Baby Lima Beans 
Head Lettuce, 1000 Island Cake Oe rozen Fruit Salad, Dressing 


Beef-Noodle Soup 
Roast Chicken, Gravy (FS) or Creamed Chipped Beef on Toast 
Parsleyed Potato (S) 

| Cauliflower au Gratin or Julienne Green Beans (FS) 

| Banana-Nut Salad, Pink oe (F) 

| or Chef's Salad, French 

| Creamy Rice Pudding, Topping ie (FS) or Black Bing Cherries 





Prune Juice Grapefruit Juice with Raspberry Ice 
or Sliced 
Banana (FS) 
Farina 
or Puffed Rice Cereal 
Griddle Cakes, Syrup— 
Broiled Bacon 


Veal Steak in Tomato Juice (S) 
Mashed Potato (FS) 


Jellied Carrot and Pineapple Salad 
or Mixed Green Salad, French Dress 


i Soe oe with Meat Sauce, Parmesan Cheese (F) 


Buttered Broccoli (F) or Baked Acorn Squash (S) 


Cream of Tomato Sou 
Broiled Flank Steak (FS) 

or Chicken we with Potato Chips, Tomato Wedges and Olives 
Baked Idaho Potato (FS) 
Buttered Succotash. (F) or Asparagus Spears (S) 
Orange-Avocado Salad, Honey yng or Cardinal Salad 
Applesauce Cake, Mocha Icing (F) or Fruit Cocktail in Syrup (S) 


Winter Ambrosia (F) or Custard Bread ‘Padding, Topping (S) 





Chilled Vegetable Juice 


Grapefruit Juice (FS) 
Salmon Steak with Anchovy Butter (FS) 


or Kadota Figs 
Rolled Wheat Cereal 

or Corn Flakes 
Soft Cooked Egg 


Baked — Potato (FS 


Peas in Cream (FS) or Buttered Mixed Vegetables 
Tomato and Lettuce Salad, Mayonnaise or Waldorf Salad 
Pumpkin Tarts, Whipped Topping or Baked Apple, Cream (FS) 


Clam Chowder 
Codfish Cakes, aby 9 Egg Sauce (F) or Fluffy Cheese Omelet (S) 


Buttered Chopped Spinach (FS) or Buttered Corn Kernels 
Cottage Cheese-Fruit Salad or Mixed Salad Greens, French Dressing 


Lime Sherbet (FS) or Purple Plums in Syrup 


or Tuna Fish Salad Cold Plate with Sliced Egg and Marinated Asparagus Tomatoed Noodles ( 





Apple Juice (S) Fruit Juice Medile 
or Orange 
Sections (F) 
Wheat Farina Glaz 
or Ready-to-Eat 
Rice Cereal 
New York Roll 


or Diced Potatoes (FS) 





Salisbury Steak, eushreom Gravy (FS) or Creamed Eggs on Toast 


Parsnips (F) or Buttered Green Beans (S) 
Lettuce Hearts, Cheese Dressing or Pear-Cream Cheese-Grape Salad 
Lemon-filled White Cake (FS) or Hawaiian Sliced Pineapple 


Cream of Chicken Soup 
Roast Leg of Lamb, Mint Jelly (FS) 
or Assorted Cold Cuts and Cheese with Potato Salad and Sliced Tomatoes 
Whipped Potatoes, Gravy (FS) 
French Fried Cauliflower F) or Buttered Diced Beets (S) 
Cabbage-Green Pepper Slaw or Jellied Cider Salad 
Cherry Pie (F) or Sliced Pears in Lime Gelatin (S) 





Orange Juice (S) Cranberry Juice Cocktail 
or Dried Mixed 
Fruits (F) 

Oatmeal 
or Puffed Wheat 
Cereal 
Scrambled Eggs with 
Bacon Chips 


Scalloped Potatoes ( 
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(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet 


Roast Loin of Pork, aes (F) or Broiled Half of Chicken (S) 


Consomme Eggdrop 
prey «4 on Toasted Bun, Catsup (FS) 
or Fresh Fruit Salad Plate with — Finger Sandwiches 


Mashed Hubbard Squash (FS) or Buttered Green v= J French Fries (F) or Baked Potato (S 
Chef's Salad, French Dressing or Grapefruit-Avocado S 
Ice Cream Sundae (FS) or Stewed Rhubarb, Crisp Oatmeal Cookies 


Buttered Diced Carrots (FS) or Creamed Asparagus Cuts and Tips 
Cheese-Stuffed Celery, Ripe Olives or Pickle Sticks and Radishes 


Boston Cream Pie or Sliced Bananas and Sour Cream (FS) 





Bread, butter and a choice of beverages are to be included with each meal. 








| Item, Specifications, Amounts & No. of Servings | Item, wedinanes, & denen & No. of Servings | I Item, \ eatieatinns Amounts & No. of cerita! 


PLEASE CUT ALONG THIS LINE 





BEEF 
U. S. Good 1% Ibs. 
U. S. Good, 5 Ib. pkg. 80 Ibs. 


U. S. Choice, 
4 oz. each 


U. S. Choice 
Fresh 


Chipped Beef, Dried 
Ground Beef 


Steaks, Cubed 
5 ibs. 


20 Ibs. 
7 Ibs. 


20 | Apples 

60 | Avocado 

20 | Bananas 
Cherries, Bing 
Grapefruit 

80 | Grapes 

Lemons 


Steaks, Flank 
Sweetbreads 


LAMB 
U. S. Good 20 Ibs. 
U. S. Choice, yearling 26 lbs. 60 


Ground, Shoulder 
Leg (B.R.T.) 





PORK 
24-26-1 Ib. 
Ready-to-eat 
Grade A, 10-12 Ibs. 


| Cabbage 
Carrots 
Celery 
Celery 
Endive 
Lettuce 
| Onions, Dry 
Onions, Green 
| Parsley 
Parsnips 
| Peppers, Green 
| Potatoes, Sweet 
| Potatoes, White 
| Radishes 
Romaine 
Squash, Acorn 
Tomatoes 


6 Ibs. 
20 Ibs. 
35 Ibs. 


| Bacon (Sliced) 
| Ham (Pullman) 
Loin (Boneless) 


VEAL 
Cutlets U. S. Good, 4 oz. each 15 Ibs. 
Steaks, Club U. S. Good, 5 oz. each 7 Ibs. 


FISH 
Cod Salt, Boneless 


Salmon Red, steaks, 
5 oz. each 


Ist week market order for perishables (per 50 beds) 


POULTRY 

Grade A, 5 Ib. av. 
Grade A, 2% Ib. av. 
1 Ib. pkg. 


57 Ibs. 
62 Ibs. 
20 Ibs. 80 





Fowl (Eviscerated) 
Fryers (Eviscerated) 
Livers, Chicken 





Assorted Cold Cuts 


PREPARED MEATS Watercress Bunch 1% doz. 
5 lbs. 20 
FRESH FRUITS part peta 

Jonathan, 113s 1 box 8 Ib. can ‘ 
Ripe 9 only 
Ripe 55 Ibs. 
5 Ibs. 
1 box 
5 Ibs. 


1 doz. 


Cherries 
16 Ibs. 


1 gal. 
6 cans 
3 gal. 
8 Ibs. 
8 Ibs. 


Fresh, chilled, gallon 
Con., 32 oz. can 
Fresh, chilled, gallon 
8 Ib. can, 5-1 sugar. 
8 Ib. can, 5-1 sugar 


Grapefruit Sections 
Orange Juice 
Orange Sections 
Raspberries, Red 
Rhubarb 


Seedless, 70s 
Emperor 


FROZEN VEGETABLES 
Cuts, 2% Ib. pkg. 
Spears, 2% Ib. pkg. 
Cuts, 2% Ib. pkg. 
Julienne, 2% Ib. pkg. 


FRESH VEGETABLES 
Bag 50 Ibs. 
Topped, bag 50 Ibs. 
Pascal, 30s 1 doz. 
White 1% doz. 
Curly 1% doz. suet, rad gee = 1% ee 
ee ee eer Beans, Wax on 2% Ib. pkg. 2% Ibs. 

a Broccoli Stems and buds 
Bunch 1 doz. 2% Ib. pkg. 15 Ibs. 
Bunch 1 doz. Brussels Sprouts 2% Ib. pkg. 10 Ibs. 
25 Ibs. Cauliflower Buds, 2% Ib. pkg. 12% Ibs. 
Sonly | Peas 2% Ib. pkg. 25 Ibs. 
50 Ibs. Peas and Carrots 2% Ib. pkg. 15 Ibs. 


400 Ibs. Spinach Chopped, 
2 doz. 2% Ib. pkg. 


1% doz. 3 Ib. pkg. 
7 Ibs. 2% Ib. pkg. 


2% Ibs. 
5 Ibs. 
2% Ibs. 
10 bs. 


Asparagus 
Asparagus 
Beans, Green 
Beans, Green 
Beans, Lima 


Hamper 
Bag No. 1 


Bunch 12% Ibs. 


24 Ibs. 
10 Ibs. 
17% Ibs. 


Squash, Winter 
Succotash 





Repacked (5x6) 1 lug (30 Ibs.) | Vegetables, Mixed 2% Ib. pkg. 
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BLOOMFIELD No.36 & D No. 436 
Stainless Steel y Stainless Steel 


200-Ibs. capacity 400-lbs. capacity 
Shelf-size: Shelf-size: 


16%" x 26/2" 1614" x 26/2" 
Height: 31/2” Height: 3214" 
3” casters 4” casters 





No. 56 
Stainless Steel Stainless Steel No. 614 


3 
200-Ibs. capacity 400-ibs. capacity Stainless Steel + 
{| Shelf-size: Shelf-size: 500-ibs. capacity 
152" x 24” 15/2" x 24” Shelf-size: 21’x35” 
Height: 3434" 


Height: 31/2" Height: 3234” 
3” casters 4” casters 








In schools, hospitals, restaurants, clubs, churches 
and even in general industrial use, Bloomfield Stainless Steel Stainless Steel 

m 500-Ibs. capacity 500-Ibs. capacity 
trucks are really work-savers. Best of all, they Shelf-elesr 21345” Sholf-cion "Bt"s98” 
require practically no maintenance whatsoever— Height: 451%" Height: 50” 
and will give you many years of efficient, trouble- Rear ee 


free service. 


If you serve food, you need a Bloomfield truck! 


BLOOMFIELD STOPS NOISE! 


Every Bloomfield Worksaver truck is specially 
engineered to eliminate “dish clatter’’. 
Cargo Clipper Cargo Clipper 


Unlike other trucks whose metal shelves act as a No. 613 S.S.« + No. 612 §.S. « 3 
650-ibs. capacity 650-ibs. capacity 


sounding board and actually amplify “dish clat- Shelf-size: Shelt-eless 

ter”, Bloomfield Worksaver trucks are under- ad tad 
coated and sound-proofed like fine new cars, ramsey 2% ne 
with sound-absorbing materials. This hidden 
padding is coupled with casters designed to be 
whisper-quiet and built to exclusive Bloomfield 
specifications. The result is a line of trucks—the 
Worksavers—that reduces noise to a hush no 
matter what kind of floor surface they roll over. 























That’s why we ask you to compare a Bloomfield 
truck with any other—before you buy! 

Cargo Clipper Cargo Clipper 
No. 623 S.S. +: No. 622 $.S. * 
650-ibs. capacity 650-Ibs. capacity 


Shelf-size: 21’ x 35” Shelf-size: 21 x 35” 
Height: 35” Height: 35” 


INDUSTRIES, INC. 


Ss ee s) New! 
4546 W. 47TH STREET, CHICAGO 32, ILLINOIS # df BLOOMFIELD 
: Bin-ster No. 37 
= . All-Purpose, 
7 Indicate same truck also avail- = _ Undercounter 
able in NSF-approved construc- * Indicate same truck also avail- = = Truck 
tion, with sealed and soldered able with heavy-duty hammer- = 300 Ibs. capacity 
seams and smooth-finished loid enamel finish. China Clipper Bin: 197%” long x 
welds. be 624 a. - 16” wide x 
. ‘apacity: s. 20-3/16" deep 
Win Free Merchandise! Shelf Size: 16’ x 2734” Overall height: 
Ask your dealer about the Bloomfield Red Star Program. Height: 32” 26-9/16" 
If you are on his mailing list, you have a chance to win! Casters: Four 4” Swivel type 5” casters 


Visit Booths 2008-2010, National Hotel Exposition, New York Coliseum, Nov. 14-17, 1960 
NOVEMBER |, 1960, VOL. 34 











— prepared by Carolyn Sebastianelli, chief dietitian, 
East Orange (N. J.) General Hospital 


2nd WEEK EAST WINTER SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


| breakfast | 


Apricot Nectar (S) 
or Grapefruit 
Sections (F) 
Farina 
or Ready-to-Eat 
Malt Flake Cereal 
French Toast, Syrup 





noon night 





Chicken-Rice Soup 
Roast ine of Veal XFS), Sage pee (F) 
or Ham a la King on Fried Noodles 
Baked Stuffed Potato (FS) 
Mashed Yellow Turnips (F) or Buttered Wax Beans (S) 
Tossed Salad, French Dressing or Stuffed Prune-Cottage Cheese Salad 
Cream Puff with Cherry Sauce (FS) or Applesauce 


£ 


Corn Chowder 
Pot Roast of a, a ad (FS) or Corn Fritters with Bacon, Maple Syrup 


Mashed Potato (' 
French Fried E let (F) or Buttered Chopped Spinach (S) 
Apricot-Cottage Cheese Salad or Chef's Salad, Garlic Dressing 


Black Bing Cherries (FS) or Pecan Pie 


Pineapple-Mint Cup 
Baked Stuffed Peppers, Brown Gravy (F) 
or Broiled ur: Steer Liver and Bacon (S) 
Browned Potato 
Buttered Green Ag (FS) or Cream-style Corn 
Lettuce Hearts, Chiffonade Dressing or Carrot-Raisin Salad 
Blueberry Pie (F) or Elberta Peach Half in Syrup (S) 





ae ney Fruit Punch, Lemon lo 
Boiled Pein C Brisket of Beef ) or Cheese Rarebit on Toast Points (S) 
Boiled Potato (F) 
Seen p bey Sliced pore (FS) or Boiled Cabbage Wedge 
Spic Pickles 
or Banana-Orange Slices Salad, Sweet French Dressing 
Baked Caramel Custard (FS) or Pink Grapefruit Half 


— Pineapple 
Juice (S) 
or Stewed Prunes (F) 
Whole-Wheat Cereal 
or Bran Flake Cereal 
Soft Cooked Egg 





Consomme Vermicelli 
Broiled Chicken, Currant Jelly (FS) 
or Creamed Sweetbreads, Toast Points 
Candied Sweet Potato (FS) 
French-style Green Beans (FS) or ~ Brussels Sprouts 
Cabbage-Pineapple-Marshmaliow Sala 
or Tomato-Lettuce Salad, Mayonnais' oH e 
ice Cream Cup Cake, Butterscotch Sauce (FS) or Fruit Cocktail in Syrup 


Apple Juice 
Pork Cutlet, Creole Sauce (F) or Broiled Veal Chop (S) 
Baked Idaho Potato (FS) 
Buttered Cauliflower (F) or Buttered Sliced Beets (S) 
Peach Half with Apple Butter 

or ——- Salad, Vinaigrette Dressing 
Fruited Gelatin, Whipped Topping (FS) 

or Honey Spice Cake, Mountain Icing 


or Orange Half (F) 
Farina 
or Ready-to-Eat | 
Wheat Flake | 
| 


Grape Juice (S) | 


Cereal 
Poached Egg 





Blended Juice 
or Appleberry 
Sauce (FS) 
Rolled Wheat Cereal 
or Shredded Wheat 
Cereal 
Scrambled Eggs 


Sliced Bananas in Orange Juice etable Soup 
Swiss Steak (FS) or Potato Pancakes with Sausage, Applesauce He Corned Beef Loaf, Horseradish Sauce (F) 
Creamed Potato (FS) or Hot Turkey Sandwich (S) 
Whole Kernel Cern (F) or Buttered Green Peas (S) HetayT Potato (F) 
Grapetruit-Apple Salad or Tomato-Avocado Salad, Dressing Baby Lima Beans or Baked Acorn Squash (FS) 
—- Pudding with Lemon Sauce (FS) Lettuce Wedge, 1000 Island Dressing or Lemon Gelatin-Apricot Half Salad 
ineapple Chunks-Strawberry Compote Fresh Fruit Cup, Chocolate Chip Cookie (FS) or Cream Cheese Cake 





Tomato Bouillon, Popcorn Float 
Broiled Halibut Steak, Lemon Butter (FS) 

or Grilled Ham Steak, oe Sauce 
Hashed Brown Potatoes (FS) 
Buttered Mixed Hp eran | or Buttered Wax Beans (FS 
Pineapple-Grated Cheese Salad or Spiced Apple Ring, Ripe Olive 
Mocha-Filled Angel Food Cake (FS) or Bartlett Pear Half in Syrup 


Peach Nectar Half Grapefruit, Maraschino Cherry 
Sliced Baked Macaroni and Cheese (FS) or Broiled Individual Flounder, Lemon 
Banana (FS) Spanish Rice 
Wheat Farina Buttered Asparagus (FS) or Buttered Broccoli 
or Raisin-Bran Tossed Salad, French Dressing or Carrot Sticks-Sweet Pickles 
Flake Cereal Chocolate Brownie Bars (F) or Whole Peeled Apricots in Syrup (S) 


Soft Cooked Egg 





Cream of Celery Soup 

Baked Meat Loaf, ay FS) or Cream Cheese Sandwich on Date-Nut 
Bread with Pineapple abbage and Marshmallow Salad 

Baked Idaho potann tFS) 

Stewed Tomatoes (F) or ) Buttered Spinach (S) 

Spiced Beet and Onion Salad or Waldorf Salad with Raisins 

Orange Sherbet (FS) or Gelatin Cubes with Custard Sauce 


Compote of Assorted Melon Balls 
Barbecued Spareribs (F) or Broiled Loin Lamb Chop (S) 
Parsleyed Buttered Potato (FS) 
Creamed Peas and Carrots (FS) or Buttered Green Beans 
Chopped Lettuce-Endive Salad, Blue Cheese Dressing 

or Pear-Red Currant Jelly Salad 
Orange-Pineapple-Mint Cup (F) or Floating Island (S) 


Pineapple-Grapefruit 
Juice (FS) 
or Baked Apple, 
Cream 
Oatmeal 
or Ready-to-Eat 
Sugar Coated 
Flake Cereal 
Toasted English Muffin 








Consomme Royale 

Chicken Pot Pie (F) or Braised Chicken Livers on Rice (S) 

Baked Sweet Potato 

Buttered Lima Beans (F) or Mashed Squash (S) 

Sliced Orange-Watercress Salad or Cranberry Mold Salad, Mayonnaise 
ice Cream ( S) or Green Gage Plums 


Chilled Tomato Juice 
Roast Rib of Beef au Jus (FS) 

or Cheese Biscuit with Creamed Salmon and Peas 
Whipped Potato (FS) 
Buttered Brussels Sprouts (F) or Buttered Beets §) 
Asparagus-Sliced Egg Salad or Vegetable Gelatin Salad, Mayonnaise 
Chocolate Marshmallow Cake Roll (Fs) or Cranberried Baked Apple 


Tangerine Juice (S) 
or Half Grapefruit (F) | 
Farina 
or Ready-to-Eat 
Cereal 
Poached Egg— 
Broiled Bacon 














PLEASE CUT ALONG THIS LINE 


(F}—Full Diet (S)—Soft Diet (FS)—Full and Soft Die Bread, butter and a choice of beverages are to be included with each mea 





Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 


| Item, Specifications, Amounts & No. of Servings 





30 Ibs. 60 
1 lug (30 Ibs.) 

20 Ibs. 

Y doz. 


Squash, Acorn 
Tomatoes 
Turnips, Yellow 
Watercress 


POULTRY 
Turkeys (Eviscerated) Grade A 
Fryers (Eviscerated) Grade A, 2% Ib. av. 
| Livers, Chicken 1 Ib. pkg. 


BEEF 
U. S. Good 50 Ibs. 
Ground Beef U. S. Good, 5 Ib. pkg. 40 Ibs. 
Liver Steer, sliced 5 Ibs. 
Roast, Sirloin (B.R.T.) U. S. Choice 27 Ibs. 
Round (Bottom) U. S. Standard 20 Ibs. 
Steak, Swiss U. S. Good, 4 oz. each 20 Ibs. 
Sweetbreads Fresh 5 Ibs. 


15 Ibs. Repacked (5 x 6) 
95 Ibs. 


5 Ibs. 


Brisket, Corned 
Bunch 

FROZEN FRUITS 
8 Ib. can, 5-1 sugar 


Fresh, chilled, gallon 
Fresh, chilled, gallon 


FRESH FRUITS 
Jonathan, 113s 
Ripe 
Ripe 
15 Ib. box 
Seediess, 70s 


24 Ibs. 
2 gal. 
2 gal. 


| Blueberries 
| Grapefruit Sections 
| Orange Sections 


Orange and Grapefruit 
Sections 


2 boxes 
5 only 
25 Ibs. 
Y% box 
1 box 
1 doz. 
1 box 


Apples 
Avocado 
Bananas 
Cherries, Bing 

| Grapefruit 

| Lemons 


LAMB 
U. S. Choice, 
6 oz. each 


Fresh, chilled, gallon 1 gal. 


Chops, Loin 
FROZEN VEGETABLES 


Bacon (Sliced) 
Ham (Pullman) 
Sausage Links 
Spareribs 

| Steaks (Boneless) 


| Chop, Rib 
Leg (B.R.T.) 


2nd week market order for perishables (per 50 beds) 


| Flounder 
Halibut 
| 





PORK 
24-26-1 Ib. 
Ready-to-eat 
12-1 Ib. 
Grade A, 3-1 Ib. 
Grade A, 4 oz. each 


6 Ibs. 
15 Ibs. 
10 Ibs. 

100 Ibs. 
25 Ibs. 


VEAL 
U. S. Good, 5 oz. each 
U. S. Good 


7 Ibs. 
20 Ibs. 


FISH 
Fillets, 4 oz. each 
Steaks, 5 oz. each 


10 Ibs. 
19 Ibs. 


40 
60 


Oranges 


| Celery 
| Eggplant 


| Lettuce 
20 
60 | 


176s 


FRESH VEGETABLES 


Cabbage 
Carrots 


Endive Curly 
Onions, Dry 
Onions, Green 
Parsley 
Potatoes, Sweet 
Potatoes, White 
Radishes 


Bunch 
Bunch 
Hamper 


Bunch 


Head, 48s 
Yellow, bag 


Bag No. 1 


Topped, bag 
Pascal, 30s 


400 Ibs. 


| Asparagus 
| Beans, Green 
Beans, Green 


= deg | Beans, Lima 


50 Ibs. 
1 doz. 
6 only 

% doz. 
1 crate 

50 Ibs. 
1 doz. 
1 doz. 

50 Ibs. 


| Beans, Wax 
| Broccoli 


Brussels Sprouts 
| Cauliflower 
| Peas 
Peas and Carrots 
Spinach 
Squash, Winter 


1 doz. Vegetables, Mixed 


Spears, 2% Ib. pkg 
Cuts, 2% Ib. pgk. 
Julienne, 2% Ib. pkg. 
Small, green, 

2% Ib. pkg. 
Cuts, 2% Ib. pkg. 
Stems and buds 

2% Ib. pkg. 

2% Ib. pkg. 
Buds, 2% Ib. pkg. 
2% Ib. pkg. 
2% Ib. pkg. 


Chopped, 2% Ib. pkg. 


3 Ib. pkg. 
2% Ib. pkg. 


15 Ibs. 
2% Ibs. 
10 Ibs. 


12% Ibs. 
12% Ibs. 


2% Ibs. 
17% Ibs. 
15 Ibs. 
17% Ibs. 
15 Ibs. 
5 Ibs. 
3 Ibs. 
2% Ibs. 








THIS 


PAGE HAS BEEN PERFORATED FOR EASY REMOVAL 


HOSPITALS, 


J.A.H.A. 
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3rd WEEK EAST WINTER SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


— prepared by Carolyn Sebastianelli, chief dietitian, 


East Orange (N. J.) General Hospital 





breakfast 


night 





Prune Juice (S) 
or Citrus Fruit 
Sections (F) 
Whole-Wheat Cereal 
or Ready-to-Eat 
Rice Cereal 


Cinnamon-Raisin Toast 


| 
| Minted Fruit Cocktail 
Roast Rack of Veal, Gravy (FS) 
or Scalloped Sweet Potatoes and Apples with Link Sausage 
Potato Puffs (FS) 
Scalloped Eggplant (F) or Buttered i Aaparage is (S) 
Celery-Radish Salad or Pineapple-Cream C 
Lemon Meringue Pudding (FS) or Apricot Halves in Syrup 


eese Salad, Pink Mayonnaise 


Mulligatawny Soup 
Baked Stuffed Pork Chop, Gravy (F) 
or Broiled Sweetbreads on Toast (S) 
Mashed Potato (F) 
Sweet-Sour Red Cabbage (F) or Buttered Wax Beans (S) 
Lettuce Wedge, Russian Dressing or Perfection Salad, Salad Dressing 
Mincemeat Bars (F) or Cling Peach Half in Syrup (S) 





Pear Nectar 
or Appleberry 
Sauce (FS) 
Farina 
or Bran Cereal 
Soft Cooked Egg 


Grapefruit Sections, Orange Ice 

Smothered Chicken (FS) or Baked Ham Loaf, Orange Glaze 
Mashed Sweet Potatoes (FS) 

Whole Kernel Corn or Buttered Spinach (FS) 

Jellied Orange-Apple Salad, Mayonnaise or Cole Slaw 

Iced Banana Cake Squares (FS) or Bartlett Pear Half in Syrup 


Cream of Asparagus Soup 
Boiled Fresh Brisket of Beef with Horseradish Sauce (FS) 
or Corn Fritters and Bacon, Syrup 
O’Brien Potatoes (FS) : 
Buttered Green Peas (FS) or Cauliflower au Gratin 
Raw Cranberry-Orange Relish or Marinated Green Bean Salad 
Ice Cream Sundae (FS) or Stewed Rhubarb, Oatmeal-Date Bars 





Orange Juice (FS) 
or Baked Apple, 


Cream 
Rolled Wheat Cereal 
or P 


r Puffed Rice Cereal 


Scrambled Eggs 


Grape Juice-Ginger Ale Cocktail 

Lamb Stew with Vegetables, Cornbread (F) 
or Boiled Fresh Beef Tongue (S) 

Parsley Potato (S) 

Diced Yellow Turnips or Carrot Pennies (S) 

Aspic and Cream Cheese Ribbon Salad 
or Head Lettuce, 1000 Islan! Dressing 

Butterscotch Pudding, Toasted Marshmallow 
or Royal Anne Cherries in Syrup (FS) 


French Onion Soup, Parmesan Chees 

Roast Sirloin of Beef, Gravy (FS) or Pork- Noodle Casserole 

Oven Browned Potato (FS) 

Buttered Brussels Sprouts or Buttered Sliced Beets (FS) 

Mixed Green Salad, Roquefort Dressing or Sliced apa -Coconut Salad 
Apple Pie (F) or Sliced Canned Pears in Syrup (S) 





———— Juice (FS) 
Stewed Rhubarb 


Wheat Farina 
or Corn Flakes 
Apricot-Filled 
Coffee Cake 


Sunshine Cup 
Smothered Beef Liver, Onion Grav a 
or Corned Beef Hash, Poached 
Creole Rice (FS) 
Buttered Green Beans (FS) or Mixed Buttered Vegetables 


Nectarines in Syrup (F) or Chocolate-Peppermint Parfait (S 


Apple-Raisin-Nut Salad, Dressing (F) or Celery Sticks and sta Curls 


Beef Broth with Rice and Vegetables 
Fried Chicken (F) or Creamed Sweetbreads and Mushrooms (S) 
Baked Idaho Potato (FS) 
Broccoli, Hollandaise Sauce or Glazed Acorn 1 uash Rings (FS) 
Caesar Salad Bowl, Caesar Dressing or Jellied Black Cherry-Banana Salad 
Pound Cake Slice, Strawberry Cream (F) 
or Whole Peeled Apricots in Syrup (S) 





friday | thursday | soe | tuesday | monday 


Grapefruit Juice 
or Sliced 
Banana (FS) 
Oatmeal 
or Ready-to-Eat 
Rice Cereal 
Poached Egg 


Peach Nectar, Lime Ice 
Baked Filet of Haddock (FS), Creole Sauce (F) 
or Clam Fritters, Tartar Sauce 
Whipped Potato (FS 
Buttered Corn Kernels or Buttered Green Peas (FS) 
Sliced Tomato-Egg Salad, Mayonnaise 
or Chopped Apple, Cottage Cheese and Toasted Almond Salad 
Lemon Sponge (FS) or Purple Plums in Syrup 


Washington Chowder 

Broiled Individual Brook Trout (FS) or Tenderloin Tips, Toast Points 
Whole Creamed Potato (FS 

Stewed Tomatoes (F) or Buttered home 2 Spinach (S) 

Orange-Date Salad, Dressing or Macedoine Salad, Vinaigrette Dressing 
Cheese Cake or Diced Peach and Pear Compote ( (FS 








saturday 


Apple Juice (S) 
or Orange 
Sections (F) 
Farina 
or Puffed Wheat 


Cereal 
Toasted English Muffin 


Chilled Blended Juice 

Individual Beef Pot Pie (F) or Scalloped Potatoes and Ham (S) 

Candied Sweet Potato 

Buttered Succotash or Buttered Carrots (S) 

Diced Tomato, Cucumbers, Green Pepper and Lettuce Salad, Dressing 
or Fresh Fruit Salad, Pink Mayonnaise (F) 

Vanilla Pudding, Black Cherry Sauce (S) or Baked Apple, Cream (F) 


Consomme Alphabets : 

Grilled Loin Lamb Chop (FS) or Austrian Ravioli 

Buttered Rice (FS) 

Buttered Wax Beans (FS) or Creamed Brussels Sprouts 

Lettuce Hearts, Cheese Dressing or Marinated Asparagus-Pimiento Salad 
Raspberry Sherbet (FS) or Compote of Stewed Fruits 





$ 





Orange Juice (S) 
or Stewed Dried 
Apricots (F) 
Whole-Wheat Cereal 
or Ready-to-Eat 
Wheat Flake 
Cereal 
Fried E; 
Grilled Canadian 
Bacon 


Assorted Melon Ball Cup 

Roast Turkey, Cranberry Sauce (FS) or Seafood Newburg, Patty Shell 
Mashed Potato, Giblet Gravy 

Buttered Broccoli (F) or Buttered Beets (S) 

Celery Hearts and Olives or Grapefruit-Avocado Salad, Dressing 





Pumpkin Layer Cake, Butter Icing (FS) or Pineapple Tid-bits in Syrup 





3rd week market order for perishables (per 50 beds) 





(F)}—Full Diet 


Item, dpvsimaittone, 1 Amounts & No. of i Sending: | | 


(S)—Soft Diet 


(FS)—Full and Soft Diet 





Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings | Item, Specimens, Amounts & No. of Servings 


Cream of Spinach Sou 
Cold Roast Beef with Tomato Slices (F) 
or Braised Veal and Peas in Tomato Sauce (S) 
Baked Stuffed Potato Half (FS) 
French Fried Eggplant (F) or Buttered Green gy (S) 
Macaroni Salad or Tossed Salad, Italian Dressin 
Snow Pudding, Custard Sauce (FS) or Fruit Cocktail in Syrup 











Brisket, Fresh 
Ground Beef 


Liv 
Roast Sirloin (B.R.T.) se 


Sweetbreads 
Tenderloin Tip 
Tongue 


Chops, Loin 


Stew 


Bacon, Canadian 
Bacon (Sliced) 
Chops, Loin 
Ham (Pullman) 
Loin (Boneless) 
Sausage Links 


Leg (B. 2 
Shoulder (Boneless) 


Clams 
Haddock 


| Shrimp 26-28 Ib. 


Trout, Brook 


BEEF 
‘ S. Choice 
U. S. Good, 5 Ib. pkg. 
Steer, sliced 
—— 


POULTRY 


| 
| 
| 
Fresh . 
U. S. Good FRESH FRUITS 
Jonathan, 113s 

ipe 

| 1 Ib. bag 

Seedless, 70s 

176s 


No. 1 

| Apples 

Bananas 

| Cranberries 

60 | Grapefruit 
Lemons 

| Oranges 


LAMB 


U. S. Choice, 
6 oz. each 
U. S. Good 


PORK 


FRESH VEGETABLES 


| Cabbage 
Cabbage, Red 
Carrots 

| Celery 

| Celery 
Cucumbers 
Eggplant 
Endive 
Lettuce 
Onions, Dry 
Onions, Green 

| Parsley 

| Peppers, Green 

80 Potatoes, Sweet 


24-26-1 Ib. 

Grade A, 4 0z. each 
Ready-to-eat 
Grade A, 10-12 Ibs. 
12-1 Ib. 


Topped 
Pascal, 30s 
White 


VEAL 


U. S. Good 
U. S. Good 


Curly 

Head, 48s 

— bag 
unc 

FISH Bunch 


Fillets, skinless Hamper 


Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 
Fryers (Eviscerated) Grade A, 2% Ib. av. 


400 Ibs. 
1 doz. 
Y doz. 


30 Ibs. 
Repacked (5 x 6) % lug (15 Ibs.) 

10 Ibs. 
Bunch Y doz. 


FROZEN FRUITS 
2 boxes Apples Sliced, 8 Ib. can, 
30 Ibs. | 5-1 sugar 16 Ibs. 
3 Ibs. | Grapefruit Sections Fresh, chilled, gallon 1 gal. 
1 box | Orange Juice Con., 32 oz. can 6 cans 
1 doz. | Grange Sections Fresh, chilled, gallon 3 gal. 
1 box | Orange and Grapefruit 
| — Sections 
Rhubarb 


Bag No. 1 


| Potatoes, White 
| Bunch 


Radishes 
Romaine 
| seco, Acorn 
| Tomatoes 
60 Ibs. Turnips, Yellow 
87 Ibs | Watercress 


5 Ibs. 
60 Ibs. 


1 gal. 


Fresh, chilled, gallon 
16 Ibs. 


8 Ib. can, 5-1 sugar 
10 Ibs. 
FROZEN VEGETABLES 
Spears, 2% ib. pkg. 2% ae 
Cuts, 2% Ib. pkg. 17% Ibs. 
Cuts, 2% Ib. pkg. 12% Ibs. 
Stems and buds 
17% Ibs. 


| Asparagus 

Beans, Green 
| Beans, Wax 
| Broccoli 


Brussels Sprouts 

Cauliflower 

Peas 

Spinach 

17¥% Ibs. 
5 Ibs. 


Succotash 
2% Ibs. 


-p 
| Vegetables, Mixed 2% Ib. pkg. 
| 
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Wherever 
salicylate therapy 
is warranted 


BUFFERIN 


brings fast relief and avoids upset stomach 


1000 TABLETS 
FOR HOSPITAL USE 


@ reduces patients’ complaints 

@ saves time for nurses and aides 

@ improves hospital efficiency and economy 

® offers exclusive hospital size Bufferin 1000's 


Bristol-Myers Company, 630 Fifth Avenue, New York 20, N. Y. 
HOSPITALS, J.A.H.A. 








egusment and suffly review 





New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such @gpclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 











Hot water boiler (21E-1) 

Manufacturer's description: Thoroughly 
tested, this hot water boiler as- 
sures rust-free hot water most 
economically through use of an 
integral fin copper tube heat ex- 
changer built into the boiler. The 





within easy reach of employees. 
Designed for banks, the unit could 
be utilized by large hospitals or 
by outpatient departments with 
heavy patient admissions. The file 
unit’s five step-back tiers hold all 
cards in view for immediate access 
by several girls at the same time. 
The tiers rotate smoothly in three 
independently moving ‘sections. 
Since the cards travel to the oper- 
ator, the unit speeds. finding and 
filing, eliminates personnel move- 
ments and reduces employee fa- 
tigue. Acme Visible Records, Inc.., 
Dept. H21, Crozet, Va. 


Portionized fish fillets (21E-3) 

Manufacturer's description: These ‘Cus- 
tom-Cut” portions in natural fillet 
shapes are packaged in a hinged 
carton. The breaded banquet-style 
portions are packed 24 to the 6 lb. 
carton in the 4-oz. size, 18 to the 
6 lb. carton in the 5-1/3-o0z. size. 
They are available in premium 
sole and haddock as well as cod. 
The ‘Custom-Cut” portions have 
natural fillet texture and flaking 
properties. Blue Water Seafoods, 
Div. of Fishery Products, Inc., 


Dept. H21, 1200 W. 9th St., Cleve- 
land 13. 


Taveras injector (21E-4) 

Manufacturer's description: This im- 
proved Taveras high-pressure in- 
jector, in a single burst, discharges 
a volume of warmed, undiluted 
radiopaque fluid into the blood- 
stream during circulatory studies 
at a selected pressure ranging from 
75 to 1075 pounds per square inch. 
Some advantages of the unit are: 
(1) A single switch coordinates 
injection, X-ray exposure and film 
transport by remote command at 
the control booth; (2) an auto- 
matically loaded and heated, stain- 
less steel, 60-cc capacity syringe 


p If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items cn this coupon, sign your name and address, clip and mail to the Edi- 


water to be heated circulates in- 
side the heat exchanger and never 
mixes with the boiler water, great- 
ly reducing problems of rust, cor- 
rosion, scale and condensation, The 
boiler is manufactured in sizes 
ranging from 264M to 1125M 
B.T.U. Sid. E. Parker Boiler Mfg. 
Co., Dept. H21, 2061 E. 37th St., 
Los Angeles 58. 


Rotary file (21E-2) 


Manufacturer's description: A rotary file 
unit, seven feet in diameter, can 
put more than 125,000 record cards 
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Chicago 11, Illinois. 


torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 





_Hot water boiler (21E-1) 
Rotary file (21E-2) 
_Portionized fish fillets (21E-3) 
_Taveras injector (21E-4) 
_Plastic enema unit (21E-5) 
_Warning unit (21E-6) 


_Paper goods (21EL-1) 

_Food slicer (21EL-2) 

__New analgesic (21EL-3) 
____Dirt and dust control (21EL-4) 


NAME and TITLE_ 


HOSPITAL__ 


ADDRESS__ ieee 


PRODUCT NEWS 


Full-color place mats (21E-7) 
_Heart-lung equipment (21E-8) 
Granulated onion and garlic (21E-9) 
Compact floor machine (21E-10) 
Flat-bottomed cookware (21E-11) 
_Lightweight pillow speaker (21E-12) 


PRODUCT LITERATURE 


Record books (21EL-5) 
Laboratory glassware (21EL-6) 
Medical sprays (21EL-7) 
Laboratory unit (21EL-8) 


(Please type or print in pencil) 





’ = . eo” aa 
surrounded by heating jacket; (3) 
a purging system that removes air 
bubbles, and (4) full operation of 
the unit on 110V, 60 cycle AC cur- 
rent with no special outlets needed. 
Picker X-Ray Corp., Dept. H21, 
25 S. Broadway, White Plains, N.Y. 


Plastic enema unit (21E-5) 

Manufacturer's description: This plastic 
enema administration unit consists 
of a disposable 112-qt. translucent 
container complete with connector 
and rectal tube plus clamp and 
lubricant. It is lightweight, which 


makes it easier to hold while ad- 
ministering; it is easy to carry and 
can be suspended from an I.V. 
stand; the translucent container 
provides a constant check of fluid 
flow; both nurse and patient can 
see solution level, and it eliminates 
the clean-up chore and the pos- 
sibility of cross-infection. Pharma- 
seal Laboratories, Dept. H21, Glen- 
dale, Calif. 


Warning unit (21E-6) 

Manufacturer's description: This warning 
unit is designed for hospital oper- 
ating rooms and other locations 
where hazardous grounding of 
isolating voltage systems may be 
encountered. UL approved, it will 
detect a leakage to ground of up 


90 


to 60,000 ohms and will allow no 
more than 2 milliamps to pass 
through the isolated voltage sys- 
tem in which it is installed. When 
a ground occurs, a red light goes 
on and a buzzer sounds a warning 
that the system is grounded and 
hazardous. The buzzer may be 


turned off, but the red light re- 
mains on until the fault is cor- 
rected. Zenith Electric Co., Dept. 
H21, 152 W. Walton St., Chicago 10. 


Full-color place mats (21E-7) 


Full- 
color place mats and tea mats, 
which will withstand temperatures 
of more than 600° F., are available 
in four adult scenes and four nurs- 
ery story book scenes for children. 
The low-cost mats, which are 
washable, are stainproof and re- 
versible. They are also available 
with scenes on one side and a 
neutral nontoxic backing on the 
reverse. Balantyne Internationale 


Manufacturer's description: 





Mfg. Corp., Dept. H21, 340 W. 
Huron St., Chicago 10. 


Heart-lung equipment (21E-8) 

Manufacturer's description: This complete 
heart-lung equipment has two 
pumps, a heat exchanger, an oxy- 
genator, water control valves, a 
filter and a bubble trap. The low 
stainless steel console provides a 
versatile, efficient pumping unit for 
use with any type of oxygenator. 
The unit is designed for gravity 
venous return. Besides pump speed 
controls and starting switch, the 
control panel includes a tele-ther- 
mometer with probe, a water mix- 
ing valve and a water temperature 
indicator. Pumps are equipped with 
hand cranks for emergency oper- 


rr 


ation. Sigmamotor, Inc., Dept. H21, 
23 North Main St., Middleport, 
N.Y. 


Granulated onion and garlic 


(21E-9) 
Manufacturer's Granulated 


onion and garlic have been added 


description: 


On¢ 


to this line of spices. Diet kitchens 
will find the shaker jar useful be- 
cause it releases operators from 
the necessity of handling onions 
and garlic. Its advantage over 
powdered forms is that it will not 
lump up in hot weather. The onion 
shaker contains 10 oz. and the 
garlic shaker holds 12 oz. Garlic 
concentration is 5 to 1 and onion 


HOSPITALS, J.A.H.A. 
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Predictable performance 
with skillful guidance 


A MATCHLESS COMBINATION 


/m THE SAME Shay EDGE 
i THE SAME Si/é PACKAGE 
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B-P Sterile Blades... always assuring 
cutting efficiency at its best... NOW 
packaged in a choice of steel to meet your 


requirements. 


The quality is a TRADITION ° The CHOICE of steel is yours 





Check YOUR preference of 


PN lo) V1 44- Opa tt) ee -18-\e) 





in the puncture-resistant 
Gis opened package 


CARBON “ $TAINLESS 


at equal hardness—carbon holds its CORROSION RESISTANT will not corrode 
cutting edge longer. when subjected to a reasonable 
period of thermal sterilization. 


the ‘RIB’—exclusive with the B-P eee 
RIB-BACK carbon steel blade gives ECONOMICAL resterilization of exposed but 
unused blades eliminates ‘discards’— 


extra rigidity. Rolling a ‘rib’ on 
saves costs. 


stainless is difficult and too costly. 


; TIME-SAVING may be attached to handles 
danger of breakage during surgery for emergency use in put-ups in- 


is minimized—carbon has a greater volving cardiac arrest, tracheotomy, 
degree of toughness without em- paracentesis, or wherever pre- 
brittlement. assembly is necessary. 


BARD-PARKER BLADES are available: 
Stordle B-P RIB-BACK carbon steel (individual package) 


B-P stainless steel (individual package) 


NonSterdle B-P RIB-BACK carbon steel (6 of one size per package) 
B-P RACK-PACK RIB-BACK carbon steel (gross and half gross units of one size) 


B-P © RIB-BACK © IT'S SHARP are trademarks BPI-60  rawren musa 





BARD-PARKER COMPANY, INC. 


BP DANBURY, CONNECTICUT 


A DIVISION OF BECTON, DICKINSON AND COMPANY 











is 10 to 1, compared with fresh 
onion and garlic. Continental Cof- 
fee Co., Dept. H21, 2550 N. Cly- 
bourn, Chicago 14. 


Compact floor machine (21E-10) 

Manufacturer's description: This heavy- 
duty floor machine has been named 
the “‘Flat-As-A-Pancake Lo-Boy” 
because it is only 10% in. high 
on the brush. The series comes in 
nine models and four sizes, and 


includes a quiet motor, perma- 
nently sealed-in lubrication, per- 
fectly balanced finger-tip opera- 
tion, fast accessory change and an 
all-steel gear unit. Mercury Floor 
Machines, Inc., Dept. H21, 322 
Commercial Ave., Palisades Park, 
N.J. 


Flat-bottomed cookware (21E-11) 
Manufacturer's description: These utensils 


have been designed specifically for 
use on the closed top or electric 
ranges now in common use. The 
pots have absolutely flat bottoms, 
designed to hug the range top, dis- 
tribute the heat evenly and elimi- 


nate warping or buckling. This 
flat-bottomed feature ensures the 
cook maximum use of fuel, speed 
in cooking and reduces the need 
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for frequent stirring. The cookware 
is available in three qualities of 
stock pots, sauce pots and sauce- 
pans. Commercial Utensil Co., Dept. 


“H21, 165 Broadway, New York 6. 


Lightweight pillow speaker 
(21E-12) 

Manufacturer's description; This light- 
weight pillow speaker includes 
radio and television controls and 
a button for originating calls to a 
nurse. The compact instrument, 
which is designed for good low 
level reproduction of radio and 
TV sound, includes a volume con- 
trol and is equipped with a moulded 
plug which makes it removable. 


The speaker cone is specially 
treated to permit sterilization of 
the entire unit with a liquid ger- 
micide. Executone, Inc., Dept. H21, 
415 Lexington Ave., New York 17. 


foduct literature 





SEE COUPON, PAGE 89 


(21EL-1)—Designed 
to guide the way to all-paper steri- 
lizing systems, this brochure covers 
sterilization indicators, syringe, 
needle, catheter and _ surgeon’s 
gloves sterilization and multiuse 
paper products. American Hospital 
Supply Corp., Hospital Supply Div., 
Dept. HL21, 2020 Ridge Ave., 
Evanston, Ill. 


Paper goods 


Food slicer (21EL-2)—This food- 
slicer brochure (Model 5401) con- 
tains illustrations of the steps in 
dismantling the unit without tools 
for easy cleaning, and use of the 
mounted knife sharpener for in- 
stantly restoring razor-like sharp- 
ness. Ask for Form 3739. Toledo 
Scale, Div. of Toledo Scale Corp., 
Dept. HL21, Toledo 12, Ohio. 


New analgesic (21EL-3)—A 20-page 
booklet describing the pharma- 
cology and citing clinical experi- 
ence and clinical laboratory studies 
of a new analgesic useful in the 
suppression of pain with a very 
low incidence of side effects. Win- 
throp Laboratories, Dept. HL21 
1450 Broadway, New York 18. 


Dirt and dust control (21EL-4)—A 
description of dirt and dust control 
concept utilizing negative ioniza- 
tion to prevent small particles 
from clinging to surfaces. The 
process statically bombards dirt 
and dust particles shattering them 
to a size well below 0.1 micron. 
Vesco, Dept. HL21, 1515 W. Cul- 
lerton, Chicago 8. 


(21EL-5)—Patients’ 
registers, recovery room registers, 
operation schedule and_ record 
books, narcotics records, delivery 
room registers and many others 
are described in this illustrated 
catalogue. Physicians’ Record Co., 
Dept. HL21, 3000 S. Ridgeland 
Ave., Berwyn, Ill. 


Record books 


Laboratory glassware (21EL-6)—De- 
tailed product information on 9000 
laboratory apparatus items is 
given in this 316-page. color-coded 
catalogue. Some 42. additional 
items are included in the book 
(LG-2), which replaces the pres- 
ent laboratory glassware catalogue 
and all supplements. Corning Glass 
Works, Laboratory Glessware Sales 
Dept. HL21, Corning, N.Y. 


Medical sprays (21EL-7)—A two- 
part publication—the catalogue is 
a four-page permanent guide to 
medical sprays and the catalogette 
is a 14-page brochure devoted to 
illustrating the individual sprays 
as well as the kits. Schueler & Co., 
HL21, 75 Cliff St., New York 38. 


Laboratory unit (21EL-8)—A tech- 
nical presentation of a unit de- 
signed to cut days of laborious fil- 
tration routine to minutes. The 
unit is described as ideal for any 
job requiring high pressure and 
rapid filtration of large volumes 
of light or heavy precipitates. 
Sprincraft, Inc., Dept. HL21, 4122 
W. State St., Milwaukee 8. 
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HAUGHTON 
... bringing the 


In keeping with the modern, efficient design 
of the entire structure, the new Memorial 
Hospital of Long Beach, Calif., provides an 
impressively modern system of electronically 
controlled elevators. 


Five Haughton Operatorless Elevators move 
traffic swiftly from floor-to-floor, with utmost 
smoothness and comfort. And there’s generous 
capacity—even for beds with attachments. 
Four cars have 4,000 lb. capacity, speed of 
500 fpm, with 6%’ x 8’ floor. One is extra 
large with 7,000 lb. capacity, speed of 500 


HAUGHTON 


ELEVATOR COMPANY 


Memorial Hospital of Long Beach, California 
Architects Associated 


Boespfiug Construction Co., General Contractors, 


Los Angeles, California 


... and served by 


OPERATORLESS ELEVATORS 
magic of Elevonics* to elevatoring! 


fpm, and 6%’ x 11’ floor. All entrances are 
48 inches wide. An amazing “electronic brain’’ 
dispatches cars at the proper times and in 
proper sequence to meet traffic needs exactly. 


Through Haughton Elevonics*—proven de- 
vices of ingenious design bring new standards 
of elevator performance, economy and comfort 
to this progressive new hospital and to multi- 
floor buildings of all types. We will be glad 
to furnish you with complete information on 
Haughton design, modernization and main- 
tenance capabilities. 


*Haughton’s advanced program in elevator 

systems research and engineering, with 
specific emphasis on the creative appli- 
cation of electronic devices and instru 
‘mentation for betterment of systems 
design and performance. 





DIVISION OF TOLEDO SCALE CORPORATION 


Executive Offices and Piant 
West Coast Regional Office + 


¢ Toledo 9, Ohio 
Los Angeles 26, Calif, 


FACTORY BRANCHES TO SERVE YOU COAST TO COAST 
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ongincdnling 
and 
Malnienance — 


“S A GROUP, engineers pride 
themselves on their practical 
approach to problems and their 
ability to get the job done. The 
“doers” of the world, they are in 
a concrete sense the builders of 
our society, and although largely 
unsung in the complex world of 
hospital administration, they are 
indispensable to the operation and 
management of an_ institution. 
“Give us the men and the tools, 
and there is no limit to what we 
ean do,” they tell administrators. 
Tools will be discussed in this 
paper—not the wrenches and screw 
drivers that engineers are accus- 
tomed to handling during the 
course of their work, but the per- 
sonal and intellectual tools of 
management and, more specifical- 
ly, of personnel management. Ad- 
vances in management as a service 
have developed almost as rapidly 
as has the science of engineering, 
and it is increasingly important 
that all department heads become 
familiar with management tech- 
niques if they are to keep pace 
with, and be accepted by, the mod- 
ern group of hospital administra- 


tors. 
A NEW GENERATION 


The day of the on-the-job- 
trained, self-taught administrator 
is almost over, and the new gen- 
eration of administrators, skilled 
in management techniques as it is, 
is one that will not be entirely 
patient with the supervisor who 
does not understand, or will not 


Mark Berke is director, Mount Zion 
— and Medical Center, San Fran- 
cisco. 

This paper based on a presentation at 
the AHA Institute on Hospital Engineer- 
ing, Los Angeles, July 1960. 
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The tools of management have de- 
veloped almost as rapidly as the tools 
of engineering, the author points out. 
Therefore, he states, the hospital en- 
gineer ds to ter the techniques 
of management, as well as those of 
engineering, to increase his depart- 
ment’s efficiency and his employees’ 


morale. 








accept, the principles of general 
management or personnel manage- 
ment, which have become the bible 
of modern administration. 

With increasing frequency, it 
will be found that the limitations 
of hospital work arise not from 
machines and mechanical systems, 
but from the people doing the 
work. They have not had suffi- 
cient technical training; or are not 
interested in their work; or are 
too slow, too careless or not too 
intelligent; or they do not under- 
stand what is wanted, without it 
being known until the damage is 
done. It is people who reduce 
efficiency; therefore, hospital ad- 
ministrators and supervisors must 
look to the processes of managing 
people for help in solving these 
problems. 

Every management position has 
a common management process; 
its basic phases are: (1) organiz- 
ing—money, facilities, methods and 
equipment and jobs and people to 
fill them; (2) administering— 
spending money, maintaining fa- 
cilities, overseeing equipment and 
methods and supervising people. 

Organizing and administering in 
turn involve the following: (1) 
planning what to do; (2) deter- 
mining what to do; (3) taking ac- 
tion, and (4) checking results. 

Getting the job done requires a 


number of steps, not all of which 
are necessarily taken consciously 
in every case, of course. Let us 
look a little more carefully at the 
phrase “getting the job done’. If 
it is analyzed, it will be quickly 
seen that it is not a simple task, 
but a complex one, with each job 
requiring a number of decisions. 


QUESTIONS TO ANSWER 


The first question that must be 
answered is: what is the job 
exactly? Perhaps it is one that was 
assigned hastily by the adminis- 
trator, but properly belongs in 
another department. If it has been 
assigned correctly, a little investi- 
gation may prove that it is far 
more complicated than it appeared 
to be at first glance, and further 
decisions need to be made. 

How extensive is it? Who is the 
best man for it? When should he 
do it? Is this a top priority prob- 
lem, or should other things be 
done first? Does the man to whom 
the problem was assigned know 
enough to handle it? How much 
direction and supervision will he 
have to be given? Will he ask for 
help if he runs into trouble, or 
will he blunder on instead? How 
long a time should be given before 
checking on this work? How care- 
fully must his work be checked? 
To whom does the report go when 
the job is finished? 

These questions must be an- 
swered before the job can be done. 
Obviously, these questions are not 
asked one at a time, with the an- 
swers checked off one by one. 
Working experience answers the 
questions. Most of the time, we do 
not realize that we have raised 
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the questions and answered them; 
rather, we respond automatically, 
but the questions are there. If this 
is multiplied by ten or twenty 
different jobs, it can be seen how 
complicated the question of “get- 
ting it done” really is. 

What are some of the manage- 
ment tools, or administrative tools, 
which can help to simplify this 
process? The first key to any suc- 
cessful operation is the establish- 
ment of a close understanding be- 
tween the administrator and the 
department head about those areas 
for which the department head is 
responsible. This is not always 
easy to get from the administrator 
because once he has given it, he 
has committed himself and has 
left no room for maneuver. Many 
management problems can be 
avoided if responsibilities are 
clearly understood when the de- 
partment head is first employed, 
or if they are clarified when prob- 
lems first arise. Frequently, by the 
time the basic problem of lack of 
definition of responsibility is rec- 
ognized, it is too late because too 
much feeling is involved, and the 
issues have become so complicated 
that separating fact from fancy 
becomes impossible. 


THE JOB DESCRIPTION 


Many hospitals use job descrip- 


tions as the basis for the em- 
ployment of personnel. The job 
description should contain a state- 
ment about responsibilities, but it 
may not. The description should 
have been discussed by the de- 
partment head and the adminis- 
trator at the time of employment, 
and an understanding should have 
been reached by the two involved. 
Almost without exception, job de- 
criptions fail to describe the job 
as it really exists because jobs are 
built around men, not men around 
jobs, and each incumbent varies 
the job to meet his own needs, but 
rarely is the job description modi- 
fied accordingly. 

Nevertheless, the description 
provides a good jumping-off place. 
The new department head should 
keep it with him and after a few 
weeks he should read it over—he 
will want to rewrite it, and he 
should do so. It may take some 
effort, but the results will be 
worth it. He should do this with 
the knowledge and understanding 
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of his administrator; both are 
likely to be surprised at the result. 
It will be found that the adminis- 
trator had no idea that the de- 
partment head was called upon to 
do some of the things he does or 
spent so little time on work that 
the administrator imagined oc- 
cupied most of the working day. 

If the engineer has been on the 
job for several years or longer, 
the situation may be somewhat 
different. Jobs change as persons 
change, as skills and interests vary 
and as the hospital itself changes 
physically. Under these circum- 
stances, it may not be at all clear 
how much time is really spent on 
different tasks; the use of a simple 
time study should be given careful 
consideration. The time-lapse is 
not important, although every 
third week for a total of three in- 
dividual weeks over a nine-week 
span is frequently used. 

During this period, a daily diary 
is kept, listing what is done each 
day and the amount of time spent 
on each activity. It will be a nui- 
sance for the first few days, but it 
soon becomes automatic. Note the 
time span, what the problem was 
and from whom it came; for ex- 
ample: 9 a.m.; telephone call; 
nursing complaint of too much 
heat on the fourth floor. 

At the end of each of the three 
weeks, add up the time spent on 
each activity, the time given to 
each department and the time 
taken for each kind of problem. 
Compare the three weeks to see 
what differences, if any, exist; 
then, total the whole and discuss 
it with the administrator. Use 
these figures as the basis for draw- 
ing up a revised job description 
and list of responsibilities. 

Such a diary can serve other 
purposes also. For example, the 
engineer may find that the plumb- 
ing system makes excessive de- 
mands on the available time of 
his personnel, and he may be able 
to convince the administrator of 
the need for new plumbing. Armed 
with the data and the facts that 
the engineer can now supply, the 
administrator will have the infor- 
mation he needs to support his re- 
quest to the board of directors for 
the necessary funds. 

The second tool of management 
is authority. It is one of the basic 
rules of good administration that 


department heads should have au- 
thority commensurate with their 
responsibility. We all know, how- 
ever, that administrators vary in 
the extent to which they are will- 
ing to delegate authority. 

Generally speaking, the better 
the administrator, the more au- 
thority he is willing to delegate, 
but sometimes what may appear 
to be the fault of lack of delega- 
tion by the administrator lies in 
his lack of confidence in the de- 
partment head. It may be that the 
department head is incompetent— 
at least, in the administrator’s 
opinion; or it may be that al- 
though competent in his field, the 
department head has evidenced an 
unwillingness to accept responsi- 
bility -and, therefore, cannot be 
assigned authority even if he 
thinks he is entitled to it. 

It must never be forgotten that 
authority is not a power assigned 
to an individual and then exer- 
cised by him. Real authority stems 
from the ability to exercise lead- 
ership. We have all seen instances 
when the real leadership and, 
therefore, the actual authority, 
comes not from the department 
head, although it has been as- 
signed to him on the organization 
chart, but from somebody below 
him in departmental rank. 

I am a great delegator of re- 
sponsibility and authority. In the 
belief that people grow and de- 
velop by exercising authority and 
accepting responsibility, I encour- 
age our department heads to ac- 
cept all the responsibility that they 
wish to assume. Although I am 
always available to them to inter- 
pret policy and even to work out 
problems if they wish, I like to 
see them handle their own prob- 
lems and make their own mis- 
takes. They are assured of my 
complete backing if they make 
mistakes, but they realize them- 
selves that too many errors will 
not be healthy for them, and, of 
course, it is a cardinal sin to make 
the same mistake twice. But we 
all make mistakes, even adminis- 
trators, and through them we 
learn and grow. 

If the engineer is unlucky 
enough to work for a “nondele- 
gator” and he is both competent 
and willing to accept responsibility, 
there are several possible solu- 
tions. If the engineer is new on the 


HOSPITALS, J.A.H.A. 





NX EVERY [IOSPIAL 
ACCOUNMMNG PROBLEM A PROVED 


BURROUGHS ANSWER 


Call our nearby branch today and have an experienced Burroughs Systems 
Counselor demonstrate the proved answer to your accounting problem. Or write 
Burroughs Corporation, Detroit 32, Michigan. 
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job, he may need only patience to 
give his administrator an oppor- 
tunity to see how he works and 
how responsible he is. 

If on the other hand, the engi- 
neer has been employed for some 
time and believes he has both 
earned and needs more authority, 
he should discuss the situation 
frankly with his superior. This 
should be no problem ordinarily, 
but if the engineer finds this dif- 
ficult to do, the relationship be- 
tween him and his administrator 
cannot be a sound one. It is im- 
portant that he spend time think- 
ing out the reasons for this. Is it 
the administrator’s fault or the 
engineer’s? If the engineer can- 
not decide whose fault it is, and 
why, it may help to discuss it 
with somebody who is impartial— 
perhaps the personnel director, or 
even somebody outside the hospi- 
tal. 

There is always a third choice 
if the situation is too difficult: seek 
employment elsewhere. 


DEPARTMENT-HEAD LEADERSHIP 


So far in this paper, the rela- 
tionship between the department 
head and the administrator and 
their mutual problem in obtaining 
a clear definition of responsibilities 
and authority have been discussed. 
Similar processes should be fol- 
lowed for the relationship between 
the department head and _ those 
persons responsible to him. De- 
partment heads have a strong ten- 
dency to use the same principles 
of administration in working with 
their staffs as they are subjected 
to by their administrators. It is 
a curious and, in 
some respects, resembles the rela- 
tionships that exist in a family. 
This raises the whole question of 
the characteristics of a good de- 
partment head. 

According to the text books, he 
should be closely related to a saint, 


phenomenon, 


and probably exists as rarely. He 
should be a real leader, who ex- 
hibits fairness, good judgment and 


a sense of balance; who never 
loses his temper and is not given 
to snap judgments; who lets his 
employees know where they stand 
at all times; who satisfies their 
need for emotional security, and 
who builds that personal loyalty 
which can go:a long way toward 
making his department efficient. 
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There are few administrators 
who fill this description, and it 
seems foolish to me to expect more 
from department heads. Rather 
than try to discuss the characteris- 
tics of a good department head, 
it would seem more productive to 
discuss a most important tool of 
supervision: the characteristics of 
leadership. 

The word “leadership” has dif- 
ferent meanings for different peo- 
ple. It has been wisely said that 
there has been too much talk 
about the one best way to lead 
and not enough about choosing the 
most appropriate method to fit a 
given situation. 


TYPES OF LEADERSHIP 


Three basic methods of leader- 
ship, which supervisors may wish 
to use according to the particular 
situation, are: (1) democratic, (2) 
autocratic and (3) free-rein. Dem- 
ocratic leadership is needed when 
working with staple groups that 
have learned to operate together 
as a team. Autocratic leadership 
is necessary when working with 
groups or individuals who are es- 
sentially untrained and _ undisci- 
plined. Free-rein leadership is 
most appropriate when working 
with highly competent profession- 
al staff personnel. 

For the most part, the demo- 
cratic type of leadership is appro- 
priate in hospital engineering de- 
partments, mixed from time to 
time with small amounts of the 
autocratic and free-rein’ kinds. 
Generally, hospital engineers work 
with people who have had some 
training and experience. In demo- 
cratic leadership, the department 
head draws ideas and suggestions 
from his staff in discussions, either 
in staff meetings or, if the depart- 
ment is small, in individual con- 
tacts. When problems arise, the 
staff members are encouraged to 
participate in thinking out the 
solutions. 

Probably the most useful tool 
in effective democratic leadership 
is the interview. Most people think 
of an interview as a formal con- 
versation, with two people sitting 
on opposite sides of a desk—one 
asking questions and the other 
answering. In fact, the interview 
is or can be much more, and 
if administrators and suvervisors 
used the techniques that character- 


ize an interview in ordinary con- 
versations with their staffs, hospi- 
tals would be much more efficient. 

The next time you as a depart- 
ment head have a problem to talk 
over with a member of your staff, 
try this experiment. First, before 
you approach him, see if you can 
state the problem clearly. Write 
it down, if necessary, and then 
decide whether this is really a 
problem that concerns this par- 
ticular individual. Perhaps he is 
not the right man to discuss the 
question with. Perhaps it is a 
question which involves a policy 
decision that should be discussed 
with the administrator or another 
department head first. If you de- 
cide that it is clearly a proper 
subject for discussion, then think 
a little about what you expect he 
will say. If you know your man, 
giving a little thought to the re- 
sponse he is likely to make may 
save your disposition. If you an- 
ticipate a negative response from 
a particular individual, you will 
be less annoyed if he answers as 
you expected, and if by chance his 
response is positive, you will be 
pleasantly surprised. 

Next, if the problem is one which 
will need lengthy discussion, allow 
enough time for it. There are few 
more annoying experiences than 
to be asked for an opinion and 
then have the questioner give the 
impression of being late for an 
appointment while the respondent 
is trying to answer. 


IMPORTANCE OF LISTENING 


Then, listen. Listening, real lis- 
tening, is very difficult for some 
people. If the staff member comes 
to the supervisor with a problem, 
listening is even more important. 
It may be necessary to help him 
clarify his ideas; for the super- 
visor to do this without seeming 
to interject his own ideas takes 
real talent. One last point in this 
regard: some conversations re- 
quire privacy, and there is no 
quicker way to lose the loyalty 
of an employee than to discuss his 
private affairs in public. 

If the department head really 
listens to his staff members, he 
will learn to recognize that to- 
gether with the obvious problems 
they bring up, there will be to 
some degree an overtone—snatches 
of information and hints about 
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what they consider to be impor- 
tant to them as individuals. A good 
supervisor attempts to meet the 
emotional needs of his employees. 
What are some of the basic needs, 
and how far should administrators 
and department heads go in trying 
to meet them? 

The basic needs are: 

1. Recognition for a job well 
done. 

2. Economic security. 

3. The feeling of being part of 
a group, and at the same time of 
being recognized as having indi- 
vidual characteristics and talents. 

4. A chance to express an opin- 
ion, understanding and a chance 
to learn on the job. 

These hold true for the older 
men as for the younger. By listen- 
ing to the overtones of discussions 
with his staff, the chief engineer 
should come to a point where he 
will be able to judge what im- 
portance each man places on each 
of these different needs. This 
knowledge can be used as a tool 
to better management. 

This should not be overdone. 
Hospital engineers cannot become 
social workers, but it is important 
to be able to recognize when a 
man is in real trouble, financially 
or emotionally, and to be able to 
refer him to the right place for 
help. In trying to understand his 
staff, the engineer will make a 
major discovery: the staff will try 
to understand him. The result of 
this will be better working rela- 
tionships and a more efficient de- 
partment. 

To start with, one of the sim- 
plest things the engineer can do 
is to review the job application 
forms and the personnel records 
of each member of his staff. Here, 
he can often find a gold mine of 
information. For example, if he 
knows that John speaks Italian, he 
might be more apt to hire Luigi 
who is exceptionally qualified as 
an electrician, but who does not 
speak English well. 

If the supervisor knows the past 
work experiences of his men, he 
will be much better able to assign 
jobs. It also helps to know some- 
thing of the personal circumstances 
of each individual. 

Basic to good management are 
sound employment practices. Fre- 
quently, this is an area over which 
the department head has only 
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partial control, especially in large 
hospitals with well developed per- 
sonnel departments. In any case, 
the prerogative of hiring and fir- 
ing belongs to the department head, 
not to the personnel department. 

If the chief engineer has de- 
cided to employ a man, before he 
reports for work plans should be 
made for his systematized in- 
troduction to the job. A new 
employee should be given the op- 
portunity to understand the over- 
all picture of the department, and 
how it relates to other depart- 
ments in the hospital. One of the 
best ways to do this is for the 
chief engineer to spend an hour 
talking with him and then have 
him spend some time with each 
staff member. It is important to 
let the other men have a part in 
his orientation because they will 
get to know the new man, and 
having participated in his preserv- 
ice training, they will have a sense 
of responsibility for him and help 
him over the rough spots. 

Then he should be given train- 
ing in the specifics of the job he is 
expected to do. Very few employ- 
ees have exactly the required 
background for the job, and al- 
though some will require more 
and others less, all will need some 
training. Training should be 
planned before the new employee 
arrives, with all the necessary aids 
and materials on hand when he is 
ready to start. Remember the two 
cardinal principles of training: 
(1) teach one thing at a time and 
(2) follow up on the training 
given. 

This raises the question of in- 
service training. Each of us likes 
to learn and to grow on the job. 
Too often we neglect to provide 
opportunities for our employees to 
broaden their techniques and skills. 
An employee will have a much 
stronger loyalty to an institution 
which is interested in seeing that 
he personally has a chance to get 
ahead. It is conducive to the in- 
troduction of new ideas and sharp- 
ened interest and in the long run 
pays off in increased staff efficiency. 

Finally, remember that morale 
begins at the top. If the chief en- 
gineer’s attitude and approach to 
his job is healthy, and if he is 
efficient, friendly and interested, 
the chances are his staff will be 
too. bad 
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New ideas, 


new products 
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intensive 
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through one service expert! 
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book Mevlews 


Operations Research 


OPERATIONS RESEARCH AND SYSTEMS 
ENGINEERING. Charles D. Flagle 
and others, editors. Baltimore, the 
Johns Hopkins Press, 1960. 889 pp. 
$14.50. 


This book is one of a series of 
publications on operations research 
for management! produced by the 
Operations Research Office of Johns 
Hopkins University. The book con- 
tains 27 chapters, which are a set 
of lectures delivered by 20 special- 
ists at the University’s two-week 
institute for management. The 
chapters are grouped in three 
parts. 

Part 1, “Perspectives”, includes 
seven chapters dealing with the 
general philosophical and histori- 
cal aspects of systems engineering 
and operations research. 

Part 2, ‘Methodologies’, the 
main body of the book, consists 
of 16 chapters dealing with specific 
techniques and methods which 
have been developed or adapted 
for this highly specialized field. 

Part 3, “Case studies” presents 
four chapters on practical appli- 
cations in four industries. ‘“Oper- 
ations Research in a Hospital” by 
Charles D. Flagle, director of the 
Operations Research Division of 
the Johns Hopkins Hospital, will 
be the most interesting article to 
those in the hospital field. 

The basic function of this divi- 
sion is “to plan and perform a 
program of studies of the hospi- 
tal’s operations and problems.”’ Its 
goal is “to strive to bring about 
improvements in operations by 
providing, through research and 
analysis, factual bases to aid man- 
agement decisions, by helping to 
establish organizational mecha- 
nisms whereby essential changes 
could be effected and by dissemi- 
nating analytical techniques and 


1. Other volumes are: Operations Re- 
search for Management. Vo'ume 1, edited 
by Joseph F. McCloskey and Florence N. 
Trefether, 1954, 410 pp., $7.50; Operations 
Research for Management, Volume 2, 
edited by Joseph F. McCloskey and John 
N. Coppinger, 1959, 563 pp., $8.50. 
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attitudes throughout the organiza- 
tion.” 

The main activities of the re- 
search program are in the area 
of the study of patient care (main- 
ly inpatient care). In recent years, 
the impact of constantly rising 
labor costs has seriously affected 
the operations of the hospital. 
Therefore, the target of the Oper- 
ations Research Division is to 
achieve economic balance and to 
realize the benefits of technological 
advance in hospital equipment, 
while at the same time retaining 
the essentially individualized na- 
ture of patient care. “Economic 
balance does not come about sim- 
ply by piecemeal introduction of 
labor-saving equipment, but can 
only come with a corresponding 
reallocation of personnel time.” 

Specifically, four areas of inter- 
est are under investigation: (1) 
evaluation procedures and ad- 
vanced equipment; (2) analysis of 
random or unpredictable demand; 
(3) systematic pattern of activi- 
ties? and (4) auxiliary personnel 
turnover. 

Although some mathematical 
background is required to appre- 
ciate the subjects fully, the gen- 
eral presentation of the book is 
clear and it is easy to read and 
well organized. 

—Ko CHING SHIH, Ph.D. 


Two public affairs pamphlets 


Two recent publications in the Public 
Affairs Committee’s Pamphlet se- 
ries will be of interest to the hos- 
pital field: 


Private Nursing Homes: Their 
Role in the Care of Aged (Public 
Affairs Pamphlet No. 298 by Ogden 
Greeley) states in simple terms 
the problem faced by increasing 
numbers of American families 
when the elderly person can no 
longer be kept in the home. The 

2. Safron, M. A. and Chananis, A. A 
critical incident studv of hospital medica- 


tion errors. HOSPITALS, J.a.H.a., May 1 
and 16, 1960. 


also: 
Two public affairs pamphlets 


health needs of the increasing 
number of older people are clear- 
ly described. The booklet states 
there are definitely not enough 
good nursing homes, which forces 
substantial numbers of the aged 
to remain longer than necessary in 
general and mental hospitals. A 
statement is included of what con- 
stitutes a good home, and of what 
action by the public, state govern- 
ments and professional groups is 
required to develop enough of 
them. The importance of locating 
nursing homes near hospitals is 
stressed. Substantial increases in 
nursing home construction are 
urged to meet the need. The writer 
doubts that any major improve- 
ment in quality of care in nursing 
homes can be accomplished until 
a way is found to pay the cost 
of the additional services. 
—BrYAN LOVELACE JR. 

Jobs and Futures in Mental 
Health Work (Public Affairs Pam- 
phlet No. 296 by Elizabeth Ogg) 
takes a comprehensive look at five 
basic professions in the mental 
health field. It lists the personal 
and educational requirements for 
those entering the field; it also de- 
scribes the duties, responsibilities 
and areas of practice of psychiatry, 
clinical psychology, occupational 
therapy, psychiatric nursing and 
psychiatric social work. The op- 
portunities and the typical work 
situations and surroundings in 
each of the five careers are out- 
lined. 

Written with the cooperation of 
the National Institute of Mental 
Health, the pamphlet is basically a 
recruitment tool with an eye to 
interesting high school and college 
students in careers in the mental 
health field. For other readers, it 
answers many of the questions 
that arise concerning the work 
being done in this field. 

—JOANNE SPONSLER. 
The source of these pamphlets is 
Puhlic Affairs Pamphlets, 22 E. 38th 


St., New York 16, N.Y.; the price of 
each is 25 cents. 
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DUTEX 


the first... .gthe only 


pe: 3 Eros 


* DOUCHE 


In sterile units for HOSPITAL use* 


*Clinics and Doctors’ Offices, too 


@ No chance for cross-infection 

e A completely personal unit 

e Saves money 

e Saves time of nurses and hospital staff 
e 4 to 5 times more effective douche 


DUTEX, in addition to its disposable feature, employs the 
retention technique—a significant advance in vaginal ther- 
apy. DUTEX gradually distends vaginal folds, exposes the 
entire vaginal vault to solution, then retains solution in 
prolonged contact for more thorough cleansing or medicinal 
action. 

Ordinary (irrigational) douching exposes only a small area 
of the vagina to the solution, therefore it can neither cleanse 
nor medicate effectively. 


Dutex Distends Vagina Safely—/s More Effective 


ORDINARY 
Douche Applied 
Incomplete 
exposure of 
vaginal walls 

to solution. 


DUTEX 

Douche Applied 
Complete 
exposure of 
vaginal walls 

to solution. 


No Problem of Vaginal Pressure 


To insure DUTEX safety, vaginae of various sizes and de- 
grees of distensibility were studied under measured pressure, 
using an aqueous radiopaque solution and under fluoroscopic 
control. X-ray pictures taken at various stages of distention 
showed that the vagina can be safely distended to hold as 
much as 300 ec. of fluid without patient discomfort or pain. 
(DUTEX supplies only 240 cc. per application.) Even with 
a maximum of 450 ce. of fluid (where discomfort is intoler- 
able), intravaginal pressure averaged only 70 mm. of mer- 
cury —less than pressure commonly employed for uterotubal 
insufflation. 

Even with maximal pressure and distention, no trace of 
radiopaque fluid was found in the cervical canal, the uterine 
or peritoneal cavity. ** 


**Large University Research Hospital 


READILY AVAILABLE 
INSTANTLY DISPOSABLE 


The DUTEX Unit Consists of: 

e 8-0z. plastic squeeze bottle 
Pliable plastic applicator with 
contoured vulvular shield 
One-way valve to control solution 
flow 
Pre-measured packet of powder 
for solution. (Doctor's prescribed 
solution can, of course, be used.) 


DITEX 


DUTEX: Usable Preoperatively, Postoperatively—For Cleansing and Medication 


INVESTIGATE DUTEX For NEW HOSPITAL ECONOMIES 


Approved by Doctors—for superior douching technique—pre- 
vention of cross-infection. 

Acclaimed by Busy Nurses—for ease of application: elimination 
of sterilization and clean-up. 


EM LABORATORIES, INC. 


Samples on request 


EM 


& 
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te 


739 E. 87th Place, Chicago 19, Illinois 
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TWO METHODS OF USE: 


With safety valve in place to permit 
slow entry of fluid in vaginal cavity— 
without backflow—method favored in 
treatment of vaginal infections of all 
types. 

With safety valve removed—for 
cleansing purposes. Fluid is injected 
into vagina, then, as squeeze bottle 
expands, fluid,is sucked back into 
bottle. Routine can be repeated until 
vaginal tract is thoroughly cleansed. 
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Another first by Lah-Tek! 


Unique, disposable urine system is unmatched for low cost, 
convenience and accuracy! Each unit is used in multiple 
steps of the laboratory analysis. 


LOW COST—minimizes unit cost ... reduce laboratory labor. 


CONVENIENCE—No specimen transfer required. All collecting, 
testing and recording are combined into one compact system. 
Each disposable urine tube carries the specimen from collec- 
tion through all of the testing procedures. 


ACCURACY —The urine tube cap has a convenient record tab 
for patient name and testing data. Error possibility is re- 
moved! Microscopic optical window in the recessed cap per- 
mits convenient micro examination. 





See your Lab-Tek dealer for sample and details or mail coupon. 


Please send samples of the new Lab-Tek Urine System. Dept. H11 


LAB-TEK 
PLASTICS CO. 


Organization. . 
wpemzanen 35 E. Burlington 
Address__ — Westmont, Ill. 
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personnel changes — 


@ John Christensen has been appoint- 
ed administrator of Woodruff Com- 
munity Hospital, Long Beach, 
Calif. He was formerly adminis- 
trator of Centro Asturiano Hospi- 
tal, Tampa, Fla. 


@ William M. Fogarty has been pro- 
moted from director of personnel 
to lay assistant administrator in 
charge of personnel at St. Clare’s 
Hospital, Schenectady, N.Y. Prior 
to joining the staff of St. Clare’s 
Hospital in 1959, Mr. Fogarty had 
worked in personnel management 
in industry. 


@ John W. Gerdes has been appointed 
assistant professor of medical and 
hospital administration at the Uni- 
versity of Pittsburgh Graduate 
School of Public Health. He was 
previously director of administra- 
tion in the Department of Health 
and Hospitals for the city and 
county ef Denver. Between 1954 
and 1959, he served as assistant 
administrator at University Hos- 
pital, Little Rock, Ark. Mr. Gerdes 
is a graduate of Yale University. 


@ John R. Griffith has been appointed 
assistant professor of hospital ad- 
ministration at the University of 
Michigan, Ann Arbor. He is a 
graduate of the University of Chi- 
cago program in hospital admin- 
istration and was formerly ad- 
ministrative assistant at Strong 
Memorial Hospital, New York. 


@ Paul P. Halenda has been appointed 
administrator of Deborah Hospital, 
Browns Mills, N.J. He was previ- 
ously administrator of Chelsea 
(Mass.) Memorial Hospital, and 
had held administrative positions 
with three other institutions. He 
attended the University of Pitts- 
burgh School of Public Health. 


@ Joseph M. Henry has resigned his 
position of executive director of 
the Rochester (N.Y.) Regional 
Hospital Council, which he held 
since 1952, to become administra- 
tor of Middlesex General Hospital, 
New Brunswick, N.J. He has a 
master’s degree in hospital admin- 
istration from Northwestern Uni- 
versity, and had been previously 
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administrator of Park Avenue Hos- 
pital, Rochester. 


@ Richard G. Higginbotham has been 
appointed administrator of Hamil- 
ton Hospital, Olney, Tex. He was 
formerly office manager at Baptist 
Hospital of Southeast Texas, Beau- 
mont, and prior to that was ad- 
ministrative assistant at Baptist 
Memorial Hospital, San Antonio, 
Tex. 


@ A. G. L. Ives, secretary of King 
Edward’s Hospital Fund for Lon- 
don, England, is retiring due to 
poor health. He will be succeeded 
as secretary by R. E. Peers, who has 
been with the Fund since 1936, 
more recently as assistant secre- 
tary. 


@ Henry R. Karpe has been appointed 
associate director of Sinai Hospi- 
tal of Detroit. He was previously 
assistant director of Mount Sinai 
Hospital, Cleveland. Mr. Karpe has 
a degree in business administra- 
tion from the Baruch School of 
Business, City College, New York. 


@ Charles C. Lindstrom has been ap- 
pointed assistant administrator of 
Minneapolis General Hospital. He 
is a graduate of the University of 
Minnesota, Minneapolis, program 
in hospital administration. 


@ Richard Lubben (see Turner item). 


@ Crayton E. Mann has been appointed 
assistant to the administrator of 
St. Margaret Hospital, Hammond, 
Ind. He formerly served as man- 
agement analyst at the Veterans 
Administration Research Hospital, 
Chicago, and as research associate 
in the program of hospital admin- 
istration at Northwestern Univer- 
sity. His former administrative 
position was at Baptist Hospital, 
Evansville, Ind. 


@ Oscar M. Marvin Jr. has been ap- 
pointed administrator of City of 
Memphis (Tenn.) Hospitals. He 
was formerly administrator-mis- 
sionary at Yodogawa Christian 
Hospital, Osaka, Japan. Mr. Marvin 
is a graduate of the University of 


Chicago program in hospital ad- 
ministration. 


@ William A. McAlexander has been 
appointed administrator of King’s 
Daughters’ Hospital, Madison, Ind. 
He was formerly administrator of 
Clark County Memorial Hospital, 
Jeffersonville, Ind. 


@ John J. Mcintyre has been appointed 
assistant administrator of Union 
Memorial Hospital, Baltimore. He 
was formerly administrative assist- 
ant at Strong Memorial Hospi- 
tal, Rochester, N.Y. Mr. McIntyre 
is a graduate of the University of 
Chicago program in hospital ad- 
ministration. 


@ Ralph B. Murphy has been ap- 
pointed assistant director for plan- 
ning, design and construction at 
Union Memorial Hospital, Balti- 
more. Mr. Murphy had been execu- 
tive director of Maryland Hospital 
Council (now the Hospital Council 
of Maryland) and, earlier, was as- 
sociated with the U.S. Public 
Health Service. 


@ R. E. Peers (see Ives item). 


@ Horace Turner has retired as ad- 
ministrator of Kadlec Methodist 
Hospital, Richland, Wash. His re- 
tirement ended 50 years in the min- 
istry of the Methodist Church and 
in the hospital field. He had served 
as a district superintendent and a 
surveyor for the Methodist Church 
and was for 16 years administrator 
of Deaconess Hospital, Spokane. 
Mr. Turner is a past president of 
Washington State Hospital Asso- 
ciation and the Association of 
Western Hospitals. Richard Lubben 
succeeded Mr. Turner at Kadlec 
Methodist Hospital. For the past 
three years he has been adminis- 
trator of Bozeman (Mont.) Deacon- 
ess Hospital. He holds a master’s 
degree in bacteriology from the 
University of Illinois and is a 
graduate of the Northwestern 
University program in hospital ad- 
ministration. Mr. Lubben is the im- 
mediate past president of Upper 
Midwest Hospital Conference and 
served twice as president of the 
Montana Hospital Association. 
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Top quality:.. purest latex... 
accurate size... symmetrical 
inflation...uniform flow rate... 
made to withstand boiling and auto- 


claving. 


Available in gross lots — one size or as: 
sorted sizes — in multiples of one dozen. 
Two types: Standard self-retaining catheter, 
and catheter with self-sealing plug. Capaerties: 
5 and 30 cc. Size range: even sizes, from 14 to 


26 Fr. inclusive. 
These catheters are backed by the high reputation of 


American Cystoscope Makers, Inc. Only the price is low 
— making disposable use a practical procedure. 


FREDERICK J. WALLACE, President 


American (ystoscope Makers, Ine. 


PELHAM MANOR (PELHAM), NEW YORK 
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States Plans Vary on Aged Program 


Diverse problems involved in adoption by the 
states of the new aged health care program for the 
medically indigent have come quickly to the surface. 
Before mid-October and after the first of a planned 
series of Washington meetings of Department of 
Health, Education, and Welfare and state welfare 
officials, Arthur S. Flemming, HEW secretary, re- 
ported that the 50 states and the District of Columbia 
could be grouped at eight different levels of action 
on the new program. 

On the basis of early October tallies, five states 
were committed to participate without delay: Ar- 
kansas, Michigan, New Mexico, Oklahoma and Wash- 
ington. Michigan was the first state to take advantage 
of the new aged health care plan (see October 16 
issue of this Journal, p. 17). 

As outlined by Secretary Flemming, Kentucky was 
at a level by itself: it is empowered to begin par- 
ticipating in the program next January. At a third 
level were Louisiana, Rhode Island and Virginia. In 


these states, it was believed that the necessary stat- 
utory authority exists, and program drafts were being 
considered. In a fourth group of states, including 
Massachusetts, New Jersey and West Virginia, enabl- 
ing legislation was in process. At a fifth level were 
the District of Columbia, Hawaii and Illinois, in 
which laws were being checked. 

Georgia, Indiana, North Dakota and Pennsylvania, 
definitely requiring legal authorization, reported 
they would seek it in 1961. The remaining 32 states 
not only lack statutory authority but their intentions 
about seeking it were uncertain. Prospects of action 
were fairly hopeful in these states: Alabama, Cali- 
fornia, Colorado, Delaware, Florida, Idaho, Montana, 
Nevada, North Carolina, Ohio, Utah and Wyoming. 

Prospects were doubtful in these: Alaska, Arizona, 
Connecticut, Iowa, Kansas, Maine, Maryland, Minne- 
sota, Missouri, Nebraska, New Hampshire, New York, 
Oregon, South Carolina, South Dakota, Tennessee, 
Texas, Vermont, and Wisconsin. Among the latter 





ULTRA-COLD BLOOD STORAGE 
PROTECTED BY WARMING ALARM 


Frozen blood supplies are completely safe—even- if power 
or refrigeration fails—because Revco units have a built-in 
sound and light alarm to alert staff if warming begins. And, 
standard 115-230 volt operation means low cost installation. 
Full parts, workmanship and service warranty. 
Most models in stock, modifications on request. 
For a FREE copy of the helpful folder, 
4 “Selecting a Low Temperature Cabinet,” 

4 write Revco, Department 4-110 


Industrial Products -Div., 


4 O28 @ Ie 


Deerfield, Michigan 


Setting Trends in Refrigeration Since 1938 
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SOMETHING New HAS HAPPENED 
to the Famous HALPERT-WEAVER 


MODEL NO. 100—Complete with all 

standard equipment 

MODEL NO. 200—Complete with all 

standard equipment plus sump drain 
$1213.00 

MODEL NO. 300—Complete with all 

standard equipment plus center drain and 

downdraft exhaust system through ped- 

MODEL NO. 400—Complete with all NVR ITAHTIT 

standard equipment plus center drain, 

sump drain and downdraft exhaust system 

through pedestal 

HYDRAULIC LIFT ON ALL TABLES $400.00 

DISPOSAL ON ALL TABLES $432.00 


PURCHASE DIRECT FROM FACTORY 


Industrial Metal Girtures 


9997 HEMPSTEAD RD. HOUSTON, TEXAS 


Phone OVeriond 6-3705 
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floors.” 


One of our technicians asked us to make this offer. 
Brimful of enthusiasm over the results achieved by 
new, improved LeGsureE in building after building, 
he got a little carried away. We're a bit less impetu- 
ous, so we're declining. Besides—just in case—the 
taste of a Fedora doesn’t particularly appeal to us. 


We do say: You owe it to yourself to try quick- 
drying, scuff-resistant LEGSURE on any one of your 
resilient floors. Compare it with the polish you use 
in other areas. LEGsuRE enhances the beauty of your 
flooring, shines like a new dime with or without 
buffing. Protects floors against ingrained dirt, stains 
and abrasive wear. Certified slip-resistant by U. L. 


Learn why LeGsure is the only resin-type Polish 
to earn the famous York Research Seal. For a Free 


copy of the York report, clip the 
coupon or write today. 
RESEARCH 


Walter G. LEGGE Company, Inc. 


Dept. H-11, 101 Park Ave., New York 17, N.Y. 
Branch offices in principal cities. 
In Toronto —J. W. Turner Co. 


Send me o copy of the York Report and full information on Legsure 
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group, Arizona, with a state law banning it from 
engaging in medical welfare programs, seemingly 
planned nothing to change its law, while in New 
York, Governor Nelson A. Rockefeller, one of the 
few Republicans who advocate social security financ- 
ing of aged health care, had apparently adopted a 
“wait and see” attitude. 

The Washington meetings of HEW and state offi- 
cials were arranged for exchanges of ideas and in- 
formation pertaining to the new program. Secretary 
Flemming stated in relation to the medically indigent 
program, that there was “no experience useful as a 
guide post”; as a result, it “brought an even more 
acute need for materials and counsel to interpret and 
clarify federal and state responsibilities’. To fill this 
need, the HEW Bureau of Public Assistance, which 
is the federal administrative agency for the new 
program, set up a special task force to prepare in- 
terpretative material as soon as the law was enacted. 


Draft of Physicians May Be Resumed 


For the first time in four years, there is a potential 
shortage of physicians in the armed services, and 
Pentagon officials say it may be necessary to resume 
the draft of physicians next summer. On the basis 
of current trends, they anticipate a shortage of sev- 
eral hundred general practitioners, but they em- 
phasize that no final decision on a draft will be made 
until next spring. 

The potential shortage was noted in preferences 
indicated by interns under the Berry Plan. The plan, 
named after Frank D. Berry, M.D., Assistant Secre- 
tary of Defense for Health and Medical, was developed 
in 1954 by the Department of Defense in cooperation 
with the Selective Service System. It is designed to 
permit physicians liable for military service to be 
commissioned in advance of their term of service, to 
designate the service of their choice and to select 
their residencies among the specialties required by 
the armed forces. The Berry Plan also allows ap- 
plicants to express preference as to the time they 
begin their two years of active duty. 

Berry Plan questionnaires returned by draft-vul- 
nerable interns show an inadequate number of pref- 
erences for service starting next July, immediately 
on completion of the respondents’ internships. 

Defense Department officials hope that the number 
will expand sufficiently between now and next April 
1. If not, the draft will have to be reinvoked. 


Health Research Facilities Get 40 Grants 


Forty U.S. Public Health Service grants totaling 
$5,632,035 were made to hospitals and medical cen- 
ters for health research construction and equipment 
projects during the fiscal year ending June 30, 1960. 
As reported in a newly published summary of the 
year’s activities, the hospital grants represent about 
18 per cent of the total under the Health Research 
Facilities Program. The over-all total was $30,786,106 
for 171 grants made on a matching basis to non- 
federal institutions, including universities, medical 
schools and research groups as well as hospitals and 
medical centers. 
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THE LAW IN BRIEF 








Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Privileged Communications in the 


Health Field 


Comments concerning the qualifications or ability 
of a professional practitioner may have serious con- 
sequences for his practice. But enforced restraint 
from making these statements may be a disservice 
to his patients if the result is to encourage an 
unqualified or incompetent person to continue to 
treat people. 

The law attempts to strike a balance between the 
need to protect an individual against remarks which 
will tend to adversely affect his reputation and the 
public interest in knowing about potentially harmful 
activities. A number of recent cases illustrate the 
tendency to lean towards “free speech” in the health 
field through application of the doctrine of quali- 
fiedly privileged communications and also to require 
proof of actual harm caused by the uncomplimentary 
disclosure. 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 


Shapiro v. HIP, 7 N.Y. 2d 56, 194 N.Y.S, 2d 509 
(1959) concerned a panel practice health insurance 
plan and a participating physician. The plaintiff- 
physician had had his malpractice insurance cancelled 
because of two costly settlements. Health Insurance 
Plan conducted hearings of its medical control board 
and also considered the physician’s competence and 
his hospital staff status. The approval of the physician 
as a member of an HIP panel was then withdrawn. 
Suit was filed against HIP and two of its officers 
who made statements about the physician of a 
derogatory nature. 


MALICE TOWARD NONE 


The lower courts refused to dismiss the libel and 
slander suit, but New York’s highest court disagreed. 
It held that a closed panel plan had a “duty and 
right” to pass on the competence of its member 
physicians. Statements made in this regard are 
qualifiedly privileged. If made in good faith, without 
malice, such comments are not actionable as libel 
or slander, even if they prove to be false. Damaging 
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statements are legally protected when there is a 
legal or moral duty to make them. 

The physician could not contest the right of HIP 
to consider the qualifications of its participating 
physicians. What he stressed was his allegation of 
malicious intent, that the defendants were “out to 
get” him because he often disagreed with them. 
The appeals court could find no showing of malice 
and dismissed the action. 


STAFF EXPRESSION A DUTY 


The principle of law stated in this case would 
"appear to apply also to the deliberations of a hos- 
pital medical staff or governing board regarding 
staff privileges. If made without malicious intent, 
statements regarding the applicant or staff member 
under consideration would be qualifiedly privileged. 
Although false or embarrassing, these words would 
not be actionable because they were expressed in 
the course of performing a public duty. 

A Utah case presents the rule applicable to expres- 
sions of opinion by a physician regarding a patient. 
The defendant received a request from a physician 
in another state, on behalf of the parents of a girl 
who was contemplating marriage to a former patient 
of the defendant-physician. The parents had not met 
the man and wanted his physician’s impression. The 
physician reported to the one inquiring that he had 
administered shock treatment at a time when the 
patient was having marital difficulties of emotional 
origin. The letter induced the parents to disown 
their daughter after she married the man over her 
parents’ protests. 

The Supreme Court of Utah noted that truth is 
usually a defense in an action for libel or slander. 
When the statement complained of is made by a 
physician concerning information obtained within the 
confidence of a professional relationship, truth alone 
would not be a satisfactory defense. It is the physi- 
cian’s obligation not to reveal information obtained 
in confidence in connection with the diagnosis or 
treatment of the patient, the court pointed out. If 
the physician violates this confidence and publishes 
derogatory matter concerning his patient, a legal 
action could be maintained. 

A conditional privilege is recognized, however, 
when an important interest arises, which will be 
protected by the disclosure of otherwise defamatory 
data. Preservation of life, safety or well being would 
justify recognition of the privilege. In this case, the 
interest of the girl and her parents for her well being 
was a sufficient interest to be protected and to bring 
into play the partial privilege. 


STANDARDS FOR LIMITED PRIVILEGE 


To be recognized at law, a conditional privilege 
must be exercised with these cautions, said the court: 
(1) the disclosure must be made in good faith, with- 
out malice; (2) care must be exercised as to the 
truth; (3) the information must be reported in a 
fair manner, and (4) only such information should 
be given, and only to those interested persons, as is 
necessary to the proper purpose of the disclosure. 

The last point is especially applicable to dissemina- 
tion of patient medical information from hospital 
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files. Ordinarily, it is not a legal requirement to 
have the attending physician’s approval of disclosure 
of information from hospital charts, but the person 
to whom the information is directed should have 
a professional or legally recognized interest therein. 
Berry v. Moench, 331 P. 2d 814 (Utah, 1958). 

Is it libelous to accuse a physician (or other pro- 
fessional practitioner) of rendering unnecessary serv- 
ices, implying perhaps an unusual interest in earn- 
ings? A New York court has ruled that such a 
comment—that a physician performed services which 
were not required under accepted medical standards 
—was not libelous of and by itself. In absence of 
proof of economic harm directly attributable to the 
statement, the suit had to be dismissed. Hirschorn 
v. Group Health Insurance, Inc., 194 N.Y.S. 2d 1002 
(1960). The court explained that the language com- 
plained of did not charge the plaintiff-physician with 
malpractice since there was no statement, express or 
implied, that the patient was injured by the physi- 
cian’s treatment. There was no imputation of pro- 
fessional ignorance, ineptness or carelessness, which 
would constitute defamation per se; i.e., would obvi- 
ate the need to prove actual damages stemming from 
the libel or slander. 


PHYSICIAN MUST PROVE DAMAGES 


Were a hospital to publish an incorrect statement 
by word of mouth or by letter or other publication 
that a physician renders unnecessary treatment, and 
the physician could prove loss of income due to this 
statement, the persons responsible for the publica- 
tion, as well as the hospital corporation (if not 
benefitted by charitable immunity), could be held 
liable. 

Some comments regarding professional activities 
are absolutely privileged. No matter how false or 
harmful, such communications are not actionable. 
Statements made in court or during a legislative ses- 
sion are absolutely privileged. The public interest 
in free disclosure to facilitate the reaching of a just 
decision outweighs personal displeasure. Letters com- 
plaining of attorneys addressed to a bar grievance 
committee also have been held to be absolutely 
privileged. 

The Oregon Supreme Court has concluded that 
bar disciplinary proceedings, even prior to com- 
mencement of formal or judicial action, is one of 
the processes of the court. Derogatory statements 
about an attorney are privileged when directed to 
a grievance committee even if false and not made 
in good faith. Ramstead v. Morgan, 347 P. 2d 594 
(Ore., 1959). 

It is doubtful, however, whether such an absolute 
privilege would apply in any proceedings related 
to disciplining of a licensed member of the health 
professions. Hearings of medical and nurse licensing 
boards are administrative in nature rather than 
judicial, as in disbarment proceedings, and any 
privilege attached to disclosures would be only quali- 
fiedly privileged. If made with malicious intent, a 
false statement under such circumstances would be 
actionable. 

Closely related to libel and slander is “right of 
privacy’, which protects a person’s privilege to be 
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anonymous. Disclosures, though true, may bring an 
adverse verdict if they intrude into one’s privacy 
without proper justification. Right of privacy also 


applies to the health field, especially with regard to | 


truthful but unnecessary release—under certain cir- 


cumstances—of information about a patient’s pres- | 


ence and treatment in a hospital. A recent case also 
applies this principle of law to disclosures about pri- 
vate research papers on the subject of a new drug’s 
effect upon patients. Revici v. Kling, 187 N.Y.S. 2d 
272 (1959). 


DRUG NAMES SUBSTITUTED 


The plaintiff-physician collaborated with defend- 
ant Revici in conducting research on a drug called 
‘n-Butanol’”. The physician prepared a paper con- 
taining the results of the study. The defendants, 
owners of a patent on the substance “Haemostype”, 
made changes in the report without the plaintiff’s 
consent. References to ‘“n-Butanol” were replaced 
with “Haemostype”, a drug with which the plaintiff 
did not conduct any research. The article, with drug 
names altered and falsely bearing the physician’s 
name as author, was sent to a German pharmaceutical 
company which manufactures ‘“Haemostype”. The 
defendants succeeded in having the paper published 
in a medical journal and further distributed by other 
means for promotional purposes. 

Under a New York statute, a person whose name 
is used for advertising purposes without prior written 
consent may bring an action for this invasion of his 
privacy. The court held that the facts of this case 
were within the framework of the statute and the 
complaint would not be dismissed. The plaintiff also 
sued on the theory of libel. This complaint was 
struck because it is not libel per se to use a person’s 
name without permission for advertising or purposes 


of trade. Furthermore, the plaintiff-physician had | 
not shown any special damages resulting from the | 
unauthorized publication. Unless he could demon- | 
strate personal or economic injury emanating from | 
the offense, he could not maintain an action based | 


upon libel. 


Copying Architect’s Plans 


If a hospital board admires an architect’s plans for 
another institution, may it copy the plans which are 
on public file in the municipal building department? 

Even though the architect has not attempted to 
obtain a formal copyright of his plans, he is not 
without some legal protection based upon ancient 
common law principles. Under common law copy- 
right coverage, works of art and literature, as well 
as designer’s plans, are the protected, private prop- 
erty of the author until they are published. Then they 
are open to public use and the author ceases to have 
an enforceable property interest. (The copyright 
statutes, of course, allow one who properly files appli- 
cation and required information to protect his prop- 
erty for as long as 56 years.) 

In Smith v. Paul, 345 P. 2d 546 (Calif. App., 1959) 
the court considered, for the first time in California, 
whether an architect’s plans are subject to the pro- 

(Continued on page 125) 
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HOSPITAL TIME-SAVER 


A “ready-to-use” wet 
dressing that soothes 
and relieves irritation 


TUCKS’ 


soft, cotton flannel pads saturated 
with witch hazel (50%) and glycerine 
(10%), pH about 4.6 


At one third the cost of hospital-prepared 
dressings, TUCKS save time and trouble. 


Multiple-use TUCKS are ideal in pro- 
viding comfort and convenience in bedsore 
therapy, localized eruptions, pruritus ani 
and vulvae, hemorrhoids, after anorectal 
surgery or episiotomy, or whenever a mild, 
soothing, wet dressing is needed. 


For your trial supply simply fill out below. 


FULLER PHARMACEUTICAL CO, 
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Minneapolis 16, Minn, 
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Pioneer Program for Aged Subscribers 
Proposed by Northeast Ohio Blue Cross 


Introduction of a pioneer plan to meet the health care needs of the 
aged through prepayment on a community basis has been proposed by 
Blue Cross of Northeast Ohio, Cleveland. The Plan at the same time 
requested permission of the Ohio Department of Insurance to raise sub- 
scriber rates effective January 1, and introduce a $75 deductible contract 
for those subscribers who elect to meet part of their hospital expense 








“A Magnificent Achievement” 


said the Lafayette, Indiana, JOURNAL AND COURIER 
in a Front Page Editorial: 


“The Greater Lafayette community has just experienced one 
of its most satisfying and significant accomplishments. 

“With the close of the active phase of the financial campaign 
...it is announced that $2.6 million plus has been provided in 
voluntary gifts and pledges toward the improvement and expan- 
sion of the two local hospitals — St. Elizabeth and Home. And 
the fund is still growing 

“Nothing even faintly approaching this achievement, in a 
capital fund campaign, has ever taken place here.... There were 
doubts that it could be done. But it was.” 

—excerpts from Editorial, June 30, 1960 





COMMUNITY: LAFAYETTE, INDIANA 


POPULATION (Est. 1960) 55,000 

HOSPITALS: ST. ELIZABETH HOSPITAL 
LAFAYETTE HOME HOSPITAL 

(a united HEALTH campaign) 


CAMPAIGN GOAL: $2,000,000 


AMOUNT RAISED: $2,600,000 











The skilled professional direction of Tamblyn and Brown, Inc. 
was recognized as an important factor in enabling the civic- 
minded leaders and other volunteer workers of the Lafayette 
campaign to obtain more than 25,000 gifts from individuals, 
businesses, and industry in a low-cost campaign especially 
adapted to prevailing conditions. 

Information as to how our 40 years of successful experience 
in fund raising can help your hospital in capital financing will 
be given gladly without cost or obligation. 





Tamblyn ond Brown, lune, 


EMPIRE STATE BUILDING NEW YORK 1, NEW YORK 


CHARTER MEMBER AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 





rather than pay increased rates. 

The plan for subscribers 65 
years old and older would reduce 
rates progressively for all with 
more than five consecutive years 
of enrollment prior to reaching 
age 65. After 20 years of enroll- 
ment, the rates for senior sub- 
scribers would be halved, and after 
41 or more years coverage would 
be provided free. 

The Blue Cross Plan’s prelim- 
inary estimates indicated that ap- 
proximately 48,000 present sub- 
scribers over 65 might be entitled 
to a reduction in rates of 50 per 
cent or more. Since Blue Cross of 
Northeast Ohio began operation 
only 26 years ago, no present older 
subscribers would be entitled to 
more than a 62.5 per cent discount, 
but fully paid-up protection would 
ultimately be available. 

To provide this unprecedented 
protection for older people, the 
Plan proposed charging 25 cents 
per month to single subscribers, 
and 50 cents on family contracts. 


PROPOSE DISCOUNT SCALE 


The discount scale proposed by 
the Plan would be as follows: 65 
years old and older subscribers 
continuously enrolled 6 to 10 years 
prior to age 65—12.5 per cent dis- 
count; enrolled 11 to 15 years— 
25 per cent; enrolled 16 to 20 
years—37.5 per cent; enrolled 21 
to 25 years—50 per cent; enrolled 
26 to 30 years—62.5 per cent; en- 
rolled 31 to 35 years—75 per cent; 
enrolled 36 to 40 years, 87.5 per 
cent, and free thereafter. 

John R. Mannix, executive vice 
president of the Plan and originator 
of the program, said that up to 
148,000 Blue Cross subscribers 
might begin to receive immediate 
benefits from the program. 


REQUEST 22.4 PER CENT RATE RISE 


The rate increase requested by 
Blue Cross of Northeast Ohio 
would average 22.4 per cent—plus 
5 per cent for the older subscriber 
program, if it were introduced. 
Group rates for one person on 
120-day, semiprivate contracts 
would go up from $5.30 to $6.75 
a month, with 25 cents of the in- 
crease representing the cost of the 
plan for the aged. Higher base 
rates are needed because of the 
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rising cost of the care provided 
to subscribers, Mr. Mannix said. 
He also noted that the Plan’s oper- 
ating expenses are at an all-time 
low of 2.6 per cent. The last re- 
quest for a rate increase was sub- 
mitted two years ago, the Plan 
stated. 

In a departure from previous 
custom, the Plan proposed to apply 
the 22.4 per cent increase in only 
seven of the 12 counties it serves. 
The reason given for selecting the 
seven counties was that hospital 
costs are higher there or sub- 
scribers seek care in higher cost 
hospitals. In the remaining coun- 
ties, only the 5 per cent addition 
to rates needed to finance the pro- 
gram for senior subscribers would 
be made. 

The $75 deductible contract was 
proposed despite findings obtained 
in a survey conducted by the Plan 
which indicated that interest in 
any type of restricted protection 
is extremely limited. The decision 
to introduce such a contract was 
made, however, for those sub- 
scribers unwilling to continue full 
coverage at higher rates. * 


Insurance Industry Reports 
Rise in Hospital Claim Costs 

Hospital claim costs showed a 
sharp and continuing rise between 
1950 and 1957, according to a study 
based on the experience of nine 
large life insurance companies 
writing group hospital insurance. 
The results of the study were made 
public at the annual meeting of the 
Society of Actuaries, held in Chi- 
cago in late September. 

The survey showed that between 
1950 and 1957 the number of hos- 
pital days of confinement per life 
insured increased by 38 per cent 
for male employees, by 19 per cent 
for female employees, and by 25 
per cent for family units. 

The average length of stay de- 
clined slightly; however, this was 
more than offset by the increases 
in the frequency of hospitalizations, 
which amounted to 49 per cent 
for male employees, 26 per cent for 
female employees and 32 per cent 
for family units. 

Based on the companies’ 1957 
experience, more than one-third 
of inpatient claims were for con- 
finements of less than four days; 
however, lengthy hospitalizations 
were recorded for a substantial 
percentage of insured. Fourteen 
per cent of male employees were 
hospitalized 14 days or longer, and 
7 per cent 21 days or longer. 
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WHICH CULTURE 


COULD BE TAKEN 


Surface 


FROM YOUR COILS? 


Three cultures above were taken from the condensed water 
on the refrigeration coils of a hospital air conditioning sys- 
tem. The fourth (lower right) was taken from the Kathene® 
solution in a Kathabar® unit protecting a vital area in the 
same hospital. 

If you culture the exposed water in the air conditioning 
system for surgery, nurseries, and other critical areas in your 
hospital, you may find compelling reasons for looking into 
the protection offered by Kathabar air conditioning. 


Division of Midland-Ross Corporation CER 
2388 Dorr St., Toledo 1, Ohio 
Send “Air Hygiene for Hospitals” 
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The society also reported a con- 
siderable increase in outpatient 
claims. During the years consid- 
ered, they rose from 3 per cent to 
18 per cent of total claims for 
adults and from 12 per cent to 35 
per cent for children. 

Hospital charges for room and 
board increased 40 per cent to 50 
per cent between 1950 and 1957, 
the insurance companies found. 
But a sharper increase was noted 
in “miscellaneous charges’: They 
rose 25 per cent to 60 per cent, 
including outpatient claims, and 
60 per cent to 80 per cent ex- 
cluding such claims, the study 
showed. ® 


Groups Elect Officers 


Colorado Hospital Association: presi- 
dent, Sister Mary Assunta, busi- 
ness manager, Penrose Hospital, 
Colorado Springs; president-elect, 
Milton Speicher, administrator, 
Wray Community Hospital; vice 
president, Robert L. Denholm, ad- 
ministrator, Colorado General Hos- 
pital, Denver; treasurer, Walter 
Dubach, assistant director, Chil- 
dren’s Hospital, Denver. 


Comite des Hopitaux du Quebec: 
president, Rodrigue Latourelle, 
M.D., medical director, Hopital 
Comtois, Louiseville; first vice 
president, Sister Bernadette Sou- 
birous, S.C.Q., administrator, San- 
atorium Mastal, Quebec; second 
vice president, Sister F. Gélinas, 
R.H.S.F., Hotel-Dieu du Montréal; 
secretary, Wilbrod Cormier, M.D.., 
medical director, Hopital St. Louis- 
Marie de Montfort, Ottawa, Ont.; 
treasurer, Brother Victor Morin, 
O.H., administrator, Mont Saint- 
Aubert, Orsainville. 


Hospital Council of Western Pennsyl- 
vania: president, William K. Fitch, 
president of the board, Sewickley 
Valley Hospital, Sewickley; vice 
president, Aiken W. Fisher, presi- 
dent of the board, Western Penn- 
sylvania Hospital, Pittsburgh; 
secretary, William A. Hacker, ad- 
ministrator, Homestead Hospital; 
treasurer, Harry N. Dorsey, ad- 
ministrator, University of Pitts- 
burgh, Western Psychiatric Insti- 
tute and Clinic, Pittsburgh. 


Lovisiana Hospital Association: presi- 
dent-elect, J. B. Heroman, assistant 
administrator, Our Lady of the 
Lake Hospital, Baton Rouge (elect- 
ed to fill the vacancy caused by the 
death of E. H. Leveroos, M.D.); 
vice president, James M. Gardiner, 
administrator, Lafayette Memorial 
Sanitarium (elected to fill the un- 
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State Association Presidents 


ARKANSAS 


& 

ANDREW TALLEY 
Administrator 
Clark County 

Memorial Hospital 
Arkadelphia 


MASSACHUSETTS 


ROBERT D. LOWRY 
Executive Director 
New England 
Deaconess Hospital 
Boston 


NORTH CAROLINA 


cs 
JOSEPH E. BARNES 
Director 
Rex Hospital 
Raleigh 


CONNECTICUT 


RICHARD O. WEST 
Administrator 
Norwalk Hospital 
Norwalk 


NEW HAMPSHIRE 


¥ 


VERNON BALLARD 
Administrator 
Portsmouth Hospital 
Portsmouth 


TENNESSEE 


RICHARD O. CANNON, M.D. 


Director 


Vanderbilt University 


Hospital 
Nashville 


IOWA 


JAMES L. DACK 
Administrator 
Methodist Hospital 
Sioux City 


NEW MEXICO 


H. L. BUKGIN 
Administrator 
Los Alamos 

Medical Center 
Los Alamos 


TEXAS 


F. R. HIGGINBOTHAM 
Administrator 
Baptist Memorial Hospital 
San Antonio 


expired term of Mr. Heroman). 


San Francisco Hospital Conference: 
president, Joseph L. Zem, director, 
St. Luke’s Hospital; vice president 
W. P. Geigenmuller, superintend- 
ent, Presbyterian Medical Center; 


treasurer, Harold H. Hixson, ad- 
ministrator, University of Cali- 
fornia Hospitals. 


Southwestern Michigan Hospital Coun- 
cil: president, Robert A. Bradburn, 
administrator, Memorial Hospital, 
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For the first time, a soapless anionic 
detergent and a phenolic germicide 
have been successfully combined. 
Di-Crobe Germicidal Cleaner cleans, 
disinfects and deodorizes most hos- 
pital surfaces in one easy step. 
Di-Crobe is bactericidal under use 
dilutions, Quick-cleaning action and 


germicidal power remain stable, even 
when exposed to heavy soil. Hard or 
cold water may be used without fear 
of creating a soap film or of destroy- 
ing conductivity. 

Di-Crobe kills a broad spectrum of 
microbes, including resistant Staph, 
at very high dilutions. When not 


CLEAN AND DESTROY BACTERIA IN ONE STEP 
WITH NEW DI-CROBE GERMICIDAL CLEANER 


rinsed, Di-Crobe leaves a lasting anti- 
bacterial blanket. It is also non-toxic 
and non-irritating. See our represent- 
ative, the Man Behind the Hunting- 
ton Drum, for full details and send 
for the Di-Crobe Germicidal Cleaner 
Research Bulletin to get annotated 
test results. 


Where research leads to better products... Hi UW Wea Ti RE GTO nd 
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St. Joseph; vice president, Floyd 
Weddle, administrative assistant, 
Bronson Methodist Hospital, Kala- 
mazoo; secretary, James F. de 
Spelder, administrator, Oaklawn 
Hospital, Marshall; treasurer, Glen 
J. Durham, administrator, James 
W. Sheldon Memorial Hospital, 
Albion. 


Twin City Regional Hospital Council 
(Minneapolis-St. Paul): chairman, 
B. W. Mandelstam, M.D., adminis- 
trator, Mount Sinai Hospital, Min- 
neapolis; first vice president, L. M. 
Conley, executive director, Mid- 
way Hospital and Mounds Park 


Hospital, St. Paul; second vice 
president, Jack W. Rivall, admin- 
istrator, Eitel Hospital, Minneapo- 
lis; secretary Telmer O. Peterson, 
president, Northern Pacific Bene- 
ficial Association, St. Paul; treas- 
urer, Vernon T. Spry, administra- 
tor, Asbury Methodist Hospital. 


Dr. Ray Trussell Elected 
to New York Blue Cross Board 


Ray E. Trussell, M.D., director 
of the School of Public Health and 
Administrative Medicine, Columbia 
University, has been elected to the 





for survival.:. 


the ISOLETTE’ incubator offers greater 
protection for the premature infant 


Only the IsoLeTTe® provides precise, continuous, fully-automatic control of temper- 
ature, humidity and oxygen—vital factors of the premature infant’s environment. 


When nursery air is used, the IsOLETTE incubator alone insures maximal isolation 
by means of the new IsOLETTE MICRO-FILTER, which removes all contaminants 


NEW! Infant Servo-Controller 
for the Isolette 


...for the first time permits the prema- 
ture infant to act as his own thermostat 
to maintain a constant, normal body tem- 
perature indefinitely! The new INFANT SERVO- 
CONTROLLER can be factory-adapted to any 
ISOLETTE now in service, or it can be pur- 
chased as a complete !SOLETTE unit. 


down to 0.5 micron in size. And if the 
exclusive outside connection is used, the 
ISOLETTE incubator provides a continu- 
ous supply of circulating pathogen-free, 
fresh, outside air. 


For optimal protection of even the tini- 
est infant—and to be ready for the 
increasing birth rate—make sure your 
nursery has enough IsOLETTE incubators. 


Write for information about the ISOLETTE 
and the INFANT SERVO-CONTROLLER, or tele- 
phone collect from any point in the U.S.A. 





/ AIR-SHIELDS, INC fe A 


OSborne 5-5200 





Hatboro, Pa. 


Leaders in electronic research : es 
and engineering to serve medicine 





board of directors of Associated 
Hospital Service of New York, the 
largest of Blue Cross Plans. 

Dr. Trussell headed the study of 
prepayment in New York State 
conducted by Columbia University 
staff. The report on the study, re- 
leased last spring, and the recom- 
mendations contained in it gained 
nation-wide attention. 

Dr. Trusell received his M.D. 
degree from the University of Iowa 
and a master of public health 
degree from Johns Hopkins Uni- 
versity. a 


NLN Appoints Rena Boyle 
Education Department Head 


Rena E. Boyle, Ph.D., has been 
appointed director of the depart- 
ment of baccalaureate and higher 
degree programs of the National 
League for Nursing. For six years 
she has been nurse consultant for 
the U.S. Public Health Service 
Division of Nursing (formerly 
Division of Nursing Resources), 
Washington, D.C, 

A registered nurse, Miss Boyle 
taught nursing education at the 
University of Minnesota for 11 
years and at the Proctor Com- 
munity Hospital school of nursing, 
Peoria, Ill., for two years. 5 


University Offers Training 
for Food Service Supervisors 


A 10-week training course for 
hospital food service supervisors 
is being offered by the College of 
Home Economics, Continuing Edu- 
cation Service, Michigan State 
University, East Lansing, Mich. 
The first nine weeks of the course 
will extend from January 23 
through March 24, 1961; the tenth 
week will follow in October, after 
six months of hospital experience. 

The American Hospital Associa- 
tion and American Dietetic Asso- 
ciation are co-sponsors of the 
course, along with dietetic and 
hospital associations of five states. 
Tuition of $100 will be charged for 
the 10 weeks. 

The course of instruction will 
include the following subjects: 
philosophy of hospital care and in- 
stitutional organization; basic 
principles in food preparation; nu- 
trition; communication skills; food 
purchasing; personnel manage- 
ment; training techniques; menu 
planning; food service administra- 
tion; records and cost accounting; 
sanitation, and hospital safety. A 
group evaluation seminar will be 
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HOW YOUR APPEAL 


Because pocketbooks aren’t always as large as 
hearts, many worthy appeals are often ignored 
.. . or receive only token gifts. An obvious rea- 
son for difficulty is simply the multiplicity of de- 
mands being made for contributions. One man 
we know counted 516 requests in a single year. 

If you need to raise money, wouldn't it be wise 
to call on an organization that recognizes the 
problems of fund-raising and knows how to deal 
with them? In over 47 years, we’ve served more 
than 3,550 projects on a highly ethical plane. 


CAN BEST COMPETE 


Let us tell you how your institution can bene- 
fit from this wealth of experience. Write for your 
copy of “Patterns of Successful Fund-Raising.” 


American City Bureau 
professional fund-raising counsel 
3520 Prudential Plaza, Chicago 1, Illinois 


REGIONAL OFFICES 


231 Healey Building, Atlanta, Georgia 
1202 Prudential Building, Houston, Texas 
470 Park Avenue South, New York, N.Y. 
410 Forum Building, Sacramento, California 


FOUNDING MEMBER AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 


NOVEMBER |, 1960, VOL. 34 


119 





held each week to integrate the 
subjects and discuss the applica- 
tion of selected material in work 
situations. 


The course for food service su- 
pervisors was also conducted by 
the university in the five previous 
years. . 





CONSTRUCTION | 


California 


Alhambra—Alhambra Commu- 
nity Hospital is planning to build 
a multi-level, $1.2 million addition 
as the first step in a three-phase 


PLANNED 
AND COMPLETED 


development program which calls 
for eventual razing of the existing 
hospital. The addition will provide 
72 additional beds, to be located on 
the upper floors. The main floor 
will be devoted mainly to office 
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and waiting areas, and the below- 
grade level will house a four-room 
surgical suite, a recovery room 
central sterile supply, dietary de- 
partments and a cafeteria-dining 
room. All are expandable in the 
second phase of construction. 

Buena Park—The 67-bed Lin- 
coln Hospital nearing completion 
will provide a large maternity 
wing, laboratory, x-ray and phar- 
macy departments and three op- 
erating rooms. 

Covina—Covina Inter-Commu- 
nity Hospital’s $2.8 million, 105- 
bed addition was dedicated last 
month. It is composed of a two- 
story and a three-story wing, and 
also a separate one-story building 
housing a new kitchen, employee 
and public cafeteria, dining room 
and patio, and a gift booth, as well 
as additions to the laboratory and 
emergency departments. In the 
two-story wing, specially designed 
space has been set aside for ortho- 
pedic patients. 

La Mesa—Grossmont District 
Hospital has completed construc- 
tion of two new wings, at a cost 
of $1.7 million, more than doubling 
its bed capacity. One wing of the 
134-bed addition will be devoted 
to obstetrical patients; the other 
has clinical laboratory and outpa- 
tient facilities and some other 
nursing units. 

La Mirada—La Mirada Commu- 
nity Hospital, a 50-bed facility, is 
being constructed to serve a total 
of eight communities. It will have 
facilities for a complete general 
hospital, including four surgeries 
and two x-ray rooms. The first 
unit, expected to cost approxi- 
mately $800,000, will be expanded 
to 100 beds within a year. 

Los Angeles—The University of 
California at Los Angeles Medical 
Center is building the Marion 
Davies Children’s Clinic at a cost 
of nearly $2.7 million. The wing 
will house research laboratories, 
and its main floor will be devoted 
mainly to a 3l-room children’s 
outpatient clinic. Indoor and out- 
door play areas will be provided 
in the outpatient department. A 
lecture room and space for me- 
chanical equipment will be located 
on the first below-ground level, 
and a special children’s cardiovas- 
cular unit will occupy the second 
below-ground level. 

Pacoima—The recently com- 
pleted Pacoima Memorial Luther- 
an Hospital cost more than $2 mil- 
lion. The 100-bed facility has an 
emergency department, and pedi- 
atric, surgical and obstetrical fa- 
cilities. A 25-bed, $1 million short- 
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Help to reduce transfer 
of oral pathogens 227%. 


Cepacol 


antibacterial mouthwash /gargle 


e destroys wide range of oral bacteria on 
contact e improves oral hygiene of bedfast 
patients e overcomes unpleasant taste — 
promotes sweeter breath e has a clean, re- 
freshing taste that lasts e a service patients 
appreciate @ saves pharmacists’ and nurses’ 
time 


for full details see your Merrell representative 
or write Hospital Department in care of Merrell 
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term psychiatric unit is already 
being added to the new hospital. 
San Francisco—Mount Zion Hos- 
pital and Medical Center is con- 
verting an old pediatrics ward 
into a 20-bed rehabilitation center 
planned to serve patients recover- 
ing from strokes, neuromuscular 
disorders and poliomyelitis, as well 
as orthopedic and cardiac conva- 
lescents. It is planned to operate 
the center on a short-term basis, 
with the rehabilitation programs 
averaging three months. 


San Gabriel—The recently com- JEFFERSON HOSPITAL in Pine Bluff, Ark., has a 265-bed capacity. It was built at a cost of 


pleted 146-bed Community Hospi- more than $3.8 million. 








I’M CONVINCED THE MONEY CAN BE RAISED 
THIS LAWSON ASSOCIATES SURVEY PROVES IT 


ALL WE HAVE TO DO IS DECIDE WHEN TO START 


| 





The major purpose of any economic survey in depth undertaken by an experi- 
enced fund raising firm is just that to prove the ability of your hospital’s 
area of service to support a capital funds program. It shows the areas of 
strength and of weakness in the economy of the community, It eliminates 
guesswork about the attainment of your financial objective. : 


It can be the foundation of a program worth from $50,000 to several millions 
of dollars for your hospital. 


Write, or telephone collect, Lawson Associates today. 


LAWSOn ASSOCIATES. ...«. 
und haiting Counce 
Home Office: 
53 North Park Avenue, Rockville Centre, New York, Rockville Centre 6-8000 
Branches: 
3545 Lindell Boulevard 24 North Wabash Avenue 101 Jones Building 
St. Louis, Missouri Chicago 2, Illinois Seattle, Washington 
Jefferson 5-6022 Financial 6-4504 Mutual 2-3691 
430 West Monroe Street 2015 J Street 624-736 Granville Street 


Jacksonville 2, Florida Sacramento 14, California Vancouver, B. C. 
Elgin 3-3226 Hickory 6-5759 Mutual 4-2618 














tal of San Gabriel will serve a 
total of seven communities. The 
one-story, 80,000-sq.-ft. structure 
cost $4 million to build. It is fully 
air conditioned and each patient 
room has a view of landscaped 
grounds. Facilities include three 
major operating rooms, diagnostic 
and therapeutic x-ray facilities 
and an emergency department. 


Hawaii 


Honolulu—Queens Hospital has 
completed additions and improve- 
ments at a cost of $4.5 million. 
Three new wings and a utility 
building have been constructed, 
giving the hospital facilities for a 
new coffee shop, administration 
offices, outpatient clinic, school of 
nursing, laboratory facilities, en- 
larged x-ray facilities, nurseries 
and 57 beds. 

Maryland 

Baltimore—Construction has be- 
gun on a $2 million, 11-story 
apartment-professional office 
building near Johns Hopkins Hos- 
pital. Apartments, located on seven 
floors, will be available to the 
Johns Hopkins medical and house 
staffs, medical students, fellows, 
nurses and other personnel. Mem- 
bers of the Johns Hopkins medical 
staff will receive priority on the 
office space, which will occupy 
four floors. 


Massachusetts 

Boston—Construction has begun 
on a 480-bed, $3.9 million Hebrew 
Home for Aged in the West Rox- 
bury section of Boston. The 
four-building complex will include 
medical and nursing facilities, oc- 
cupational and physiotherapy in- 
stallations, synagogue and chapel, 
nurses residence and administra- 
tive building. 


Minnesota 


Minneapolis—Glenwood Hills 
Hospital has constructed a $2 mil- 
lion, 120-bed addition that will 
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provide care for long-term con- 
valescent patients and for the 
overflow from the hospital’s open 
psychiatric department. Special 
features of the two-story, split- 
level building include an indoor 
garden, occupational therapy and 
game rooms, lounges, barber and 
beauty shops, exercise courts, 
gymnasium and swimming pool. 
Two years ago, with the comple- 
tion of a 120-bed general hospital, 
Glenwood Hills changed in char- 
acter from the exclusively psychi- 
atric hospital it had been previ- 
ously. 
Missouri 


Kirkwood—A $1.2 million ad- 
dition to St. Joseph Hospital is 
scheduled for completion in the 
summer of 1962. The five-story 
building will provide 77 beds. A 
large assembly room on the ground 
floor will be made flexible by use 
of folding partitions; that level 
will also have space for a kitchen, 
library, five offices, electrocardio- 
graph room, storage and waiting 
rooms. Semicircular solariums 
have been planned for the four 
upper floors. 


Ohio 


Cincinnati—Christ Hospital has 
added a $7 million wing, doubling 
its floor space. The nine-story wing 
has five floors for 296 beds, and 
four service floors which include 
10 operating rooms. New services 
include deep x-ray therapy. 


South Carolina 


Bamberg—Bamberg County Me- 
morial Hospital has opened a new 
$180,000 chronic wing, with a ca- 
pacity for 30 beds. The wing has 
an occupational therapy room and 
electro- and hydro-therapy rooms. 
An intercommunication system 
connects all patient rooms with 
nurses’ stations. 

Marion—Capacity of Marion 
County Memorial Hospital will be 
almost doubled with the comple- 
tion of a $330,000, one-story, 27- 
bed addition. The expansion proj- 
ect will also add administrative 
offices, lobby and lounges, an emer- 
gency room, x-ray and other fa- 
cilities. 

Texas 


Golden Acres—Construction will 
soon begin on a two-story, $1.5 
million, 95-bed Pasadena Medical 
Center, to be located on a 20-acre 
site. Provision has been made 
for addition of three more floors. 

(Continued on page 124) 
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.. you'll find a background of Bl years’ experience 


It’s almost fifty years ago that our founder, Halsey W. Taylor, pioneered the 
development of drinking-water equipment with a revolutionary, health-safe 
mound-building projector. He is still active today. Add his many years of 
specialized knowledge to that of our key personnel in research, design and 
engineering ... and you'll find a combined @xperience of 231 years! 

That’s why it pays to look for this nameplate. It distinguishes a fountain 
or cooler that’s Taylor-made ... a product of ripened experience designed 
with an eye to tomorrow. 


The Halsey W. Taylor Co., Warren, O. 


New “All-Climate” 


Outdoor Wall Fountain 
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A Halsey Taylor first. where temperatures drop No exposed fittings. 
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floor. Easily keptclean, weather features. wall. Space-saving! 
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Emergency, x-ray, laboratory and 
surgery rooms will be located on 
the first floor, along with the die- 
tary department, a snack bar and 
a nursing area for children and j ae 
ambulatory patients. Nursing fa- , % 1, 
cilities, including maternity, will 
occupy the second floor. Semipri- =. Sage“ 
vate rooms will predominate, with —ARTHUR FROEHLICH, A.I.A.; DOUGLAS HONNOLD, F.A.1.A.; JOHN REX, F.A.1.A 
some private rooms and ward ay OUTPATIENT CLINIC, said to be the largest outpatient building in the world to be designed 
space also available. for a charitable public institution, is planned for Los Angeles General Hospital. It is intended 
to care for 3000 patients a day and will have a staff of 1000 physicians, nurses, technicians 
Virginia and attendants. To achieve economy and air conditioning ease, the five level structure will be 
, , windowless. It will serve for 15 basic clinics with 65 subspecialty units, 220 patient examina- 
Alexandria—Construction has tion rooms and all necessary laboratories, x-ray facilities, pharmacy and medical socia! serv- 
begun on 150-bed, $3.6 million ice offices. The estimated cost of the 200,000 sq. ft. building: $5.8 million. 
Alexandria Hospital. The five-story 
limestone,’ aluminum and_= glass 
structure will have three oper- 
ating rooms and three delivery 
rooms. 
Williamsburg—One-story, T- 
shaped Williamsburg Community 
Hospital, built at a cost of ap- 
proximately $1.3 million, is due to 
open. Located in a wooded area 
close to a shopping center, the 
hospital will have 60 beds, 20 bas- . ie 
sinets, an emergency department i —CHARLES LUCKMAN ASSOCIATES 
with its own surgery room, and VALLEY PRESBYTERIAN HOSPITAL, Van Nuys, Calif., has begun construction of a four-story 
other diagnostic and surgical fa- oa 8 mn Trans emus > gp gatona geo ease alge (left). apap 
Ree. ° . ost 0 e a Tio . . ircular structures are n 
cilities. A nondenominational med- penal perimeter, with floor-to-ceiling peace shaded by vertical louvers. The new building 
itation room has been provided. To will include two surgeries, recovery and labor rooms, laboratories, x-ray, central supply and 
present an attractive view to the a nursery. 








street, a grass plot, a pool and a 
patio will be located in front of the 
hospital building. The lobby and 
waiting room will be paneled with 
walnut and Florentine glass tile. 


Washington 


Seattle—Northwest Hospital 
opened in September after 12 years 
of planning and building. The 115- 
bed hospital is located in a subur- 
ban residential area on 35 land- 
‘Diack controls, scaped acres. Large emergency and 
obstetrical facilities have been 
Like Safety Switches. incorporated in the winged, one- 
story building. Marble chips set in 
Save lives (and wounds cement plaster provide an attrac- 
tive exterior finish. The hospital 
and many stitches ).”’ a has plumbing, heating and other 
facilities and equipment adequate 
to allow expansion to 300 beds. 
Further plans call for addition of 
a 35-bed medical wing, a minimal 
care unit, a pediatric wing and a 
psychiatric unit. 

Seattle—Virginia Mason Hospi- 

— | ee tal will build a $2.8 million wing 
rots as the first phase of an expansion 

program. The addition will provide 
parking in the basement and new 
surgery facilities on the first floor, 

SMITH & UNDERWOOD, Royal Oak, Michigan with a 12-bed recovery room. 
Sole manufacturers of Diack Controls and Inform Controls Space will be available also for 
54 medical-surgical beds. 

q rX Seattle—West Seattle General 
STS a SS | | Hospital will be constructed on 


6% acres of landscaped, wooded 
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HOSPITAL 


Thousands of Darnell Casters and 
Wheels in use in the World's leading 
hospitals prove their dependability. 
Ready availability in a complete line 
of sizes and models with various 
treads (including Neoprene, Non- 
Conductive Rubber and Phenolic 
Wheels) and a variety of stems, top- 
plates and other fittings for ease 
of application to hospital equipment 
make them first choice for economy- 
minded buyers. 


CASTERS : WHEELS 
FOR DEPENDABILITY. QUALITY .. ECONOMY 


DARNELL CORPORATION, Lrp. 


DOWNEY (Los Angeles County) CALIF. 
37-28 SIXTY-FIRST, WOODSIDE 77, L.I., N.Y. 
36 NORTH CLINTON ST., CHICAGO 6, ILL. 
1000 PEACHTREE N. E., ATLANTA, GA, 


NOVEMBER |, 1960, VOL. 34 





grounds at a cost of approximately 
$1 million. The hospital at first 
will have 80 beds, with allowance 
for expansion to 120 beds. All pa- 
tient rooms will have oxygen out- 
lets, television circuits and electri- 
cally operated beds. Three surgical 
suites and two delivery rooms will 
be provided. 


Wisconsin 


Menomonie—An addition to Me- 
nomonie Memorial Hospital, ex- 
pected to cost approximately 
$600,000, will consist of two floors 
and a basement, and will house a 
new laundry, central supply, au- 
topsy room, medical records li- 
brary, recovery room, intensive 
care unit, 19 two-bed patient 
rooms, a pediatrics section and 
several examining rooms. 


The law in brief 
(Continued from page 111) 


tection of common law copyright; 
and if so, whether filing the plans 
with the city building department, 
as required by local law, consti- 
tutes publication and dedication to 
the public. The court concluded 
that an architect’s plans are cov- 
ered by common law copyright 
and that the mere deposit thereof 
with the building department, as 
required by regulation, gives no 
one the right to copy those plans. 


FACADE UNPROTECTED 


If a structure is built in accord- 
ance with the plans, the exterior 
design may be copied, since the 
public may observe and, in the 
absence of copyright reproduce it. 
The interior, however, is generally 
open only to guests of the owner. 
Such a limited “publication” is 
not a dedication of the interior 
design and one who copies the in- 
terior scheme may be subject to 
suit as an infringer of a common 
law copyright. 

Other examples of limited pub- 
lications which do not preclude en- 
forcement of common law copy- 
right interests, and which may be 
pertinent to hospital activities, 
are: circulation by an author of 
his literary work among a select 
group of friends for their personal 
interest and enjoyment; exhibition 
(without sale) of an uncopyrighted 
motion picture film, and perform- 
ance of an uncopyrighted radio or 
television script. 
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beata DuKane 
Nurses’ Call System! 


You can help your nurses save 
miles of walking and hours of time 
with DuKane Nurses’ Call equip- 
ment. This fully automatic system 
provides complete nurse-patient 
audio-visual communications, plus 
staff intercom throughout the hos- 
pital. 

One exclusive DuKane feature 
permits a nurse to “listen in” on 
each critical patient. Simply press- 
ing a button sets in motion an auto- 
matic sound-scanning circuit which 
faithfully ‘“makes the rounds” be- 
tween personal visits. 

To help you understand how 
DuKane can improve the efficiency 
of your hospital, a color sound film 
is available on request. It tells in 9 
minutes what would ordinarily take 
hours of your valuable time. 
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absorb shock, add to patient 
comfort 

maintain “good housekeeping” 
appearance 

protect your investment in wall 
finishes, woodwork and furnishings 


Tough, resilient, smudge-proof, they sim- 
ply slip around each leg of any hospital 
bed. Bolt and nut embedded in the spe- 
cially compounded rubber fasten them in 
place quickly and easily. Small in cost, 
they start paying for themselves the day 
you install them! 


Standard 5” outside diameter affords all- 
round protection. Select type and inside 
size from these convenient diagrams: 
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Notes and comment 
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have completed three years of sat- 
isfactory service under a regis- 
tered medical record librarian. 

To be considered a medical rec- 
ord librarian, the candidate shall 
have performed all of the follow- 
ing functions: 

1. Professionally evaluated med- 
ical records. 

2. Coded and indexed diseases 
and operative procedures. 

3. Compiled statistics required 
for hospital service analyses. 

4. Supervised or maintained 
medical record filing systems and 
related indexes. 

The December 4, 1964, registra- 
tion examination is the last exam- 
ination open to persons who are 
not graduates of approved schools 
for medical record librarians. 

Inquiries concerning applica- 
tions and eligibility should be di- 
rected to: Executive Office, Amer- 
ican Association of Medical Record 
Librarians, 840 North Lake Shore 
Drive, Chicago 11, IIl. a 
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Build a financially responsive 
system through unity 


(Continued from page 36) 


other over a wide gulf, especially 
today. Fear of each other’s social 
aims has enlarged the natural dif- 
ferences in policy between pro- 
vider and punchaser. The social 
forces at issue have been in motion 
for centuries. Our age is bound to 
make substantial advances in new 
standards of economic security and 
personal well-being. In spite of 
the differences that now exist, la- 
bor and medicine are ultimately 
destined to live in harmony. It is 
in the physician’s interest to be 
able to give good care; certainly 
it is in the patient’s interest to 
receive it. A mature system of 
prepayment can facilitate and as- 
sure this process, and both parties 
will benefit. 


NEED FOR NEW RELATIONSHIP 


Prepayment has brought to- 
gether the parties essential for 
finding improved methods of fi- 
nancing care and who have an 
intrinsic and unalterable interest 
in the care that is rendered. It is 
an intimate relationship for which 
none was prepared. They have 
come to prepayment from different 
paths, pursuing different goals. 
They see the problems from a dif- 
ferent perspective and, to some 
extent, always will, as some of the 
differences are intrinsic. Yet the 
central question is whether a vol- 
untary system composed of hun- 
dreds of separate Plans sponsored 
by hospital associations, medical 
societies, commercial insurance 
companies, consumer groups, la- 
bor, industry and others can meet 
the reasonable needs of society 
for prepaid health care. In spite 
of these complicated conflicting 
relationships, voluntary prepay- 
ment must clarify its aims and 
deliver definitive protection, well 
designed to serve the health con- 
tingency. The job is not merely 
to reconcile existing conflicts but 
also to develop a system that will 
be responsive to the financial re- 
quirements of continuing rapid 
change in health care. Some persist 
in the belief that the less prepay- 
ment the better, and that no pre- 
payment would have been best. 
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But to dream of the “good old 
days” of no third-party payment is 
futile. We can never go back. Not 
only is the consumer committed to 
prepayment but also the profes- 
sion and the hospitals are irre- 
trievably tied by the same knot. 
The only alternative to its further 
expansion and improvement would 
be some other social method of 
financing and distributing cost. 
The burden will never again fall 
solely on the afflicted, nor will the 
public again permit any segment 
of health care to approach bank- 
ruptcy. This is the mandate to 
perfect prepayment. s 





Opinions and ideas 


(Continued from page 12) 


associates report that there is a 
warm, friendly community atti- 
tude toward the students and in- 
structors. Frequently townspeople 
stop the students and faculty out- 
side the hospital to extend a per- 
sonal welcome or word of thanks. 

The faculty’s enthusiasm for the 
program is matched by the hospi- 
tal and the students. Three stu- 
dents have expressed their satis- 
faction as follows: “I had no idea 
I could do so much for people.” 
“If you have to delete any ex- 
perience, don’t delete that!” “I 
don’t know when I have been hap- 
pier.” bd 





Hospital association meetings 


(Continued from page 6) 


MARCH 


National Health Council, National 
Health Forum, New York (Waldorf- 
Astoria) 

Wisconsin Hospital Association, Mil- 
waukee (Schroeder Hotel) 

Kentucky Hospital Association, Lex 
ington 

Georgic Hospital Association, Atlanta 
(Biltmore Hotel) 

New England Hospital Assembly, 
Boston (Hotel Statler) 


APRIL 


Ohio Hospital Association, Columbus 
National League for Nursing, Cleve- 
land 

Carolinas-Virginias Hospital Confer- 
ence, Roanoke (Hotel Roanoke) 
Southeastern Hospital Conference, 
Memphis (Municipal Auditorium) 
Association of Western Hospitals, San 
Francisco (Civic Auditorium) 
Midwest Hospital Association, Kan- 
sas City (Municipal Auditorium) 





YOU DON’T 
HAVE TO 
STERILIZE 
DIRT! 


POWERTRON’S AUTOSONIC 
CAN REMOVE IT 


No matter how complex the equipment —no matter 
what the contaminant - the self tuning Autosonic 
cleaner gives you fast, thorough, economical cleaning 


If you're leaving contaminants in compiex equipment 
and trusting to asepsis to protect your patients, you 
owe it to both them and your staff to ask for an 
Autosonic demonstration now. No matter how long 
you scrub or rinse a sigmoidoscope, a bronchoscope 
or any such instrument, it goes to the sterilizer dirty 
and it goes to the operating room containing sterile 
dirt that an Autosonic cleaner could have removed 


The longest tube, the smallest orifice, the deepest 
crevice are literally blasted clean by the Autosonic’s 
tremendous cleaning energy in less time than it takes 
to scrub and rinse them. Forceps, syringes, and 
ordinary surgical instruments are even less of a 
problem for the Autosonic. What's more—anyone who 
can flip an ON-OFF switch can operate the Autosonic 
because it tunes itself electronically and needs no 
complicated dials, knobs or meters. Self-tuning also 
ensures constant, peak-performance cleaning, regard- 
less of solution level, load conditions, or operator 
inattention 


Powertron’s exclusive self- 
tuning is available in a full 

,. line of console units specifi 
cally designed for hospital 
use, as well as a complete 
selection of tank models to 
fit your needs and your 
space. For a demonstration 
of the Autosonic mode! you 
need, just mail the coupon 
below. 


1 want to see a Powertron demonstration. Please have 
your representative call 


POWERTRON 
ULTRASONICS CORP. 
DEPT. H-I1 » PATTERSON PL., ROOSEVELT FIELD 


GARDEN CITY, L.I., N.Y. © Ploneer 1-3220 
Lee eee ee ee 
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NOVEMBER 1, 1960 


Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 


insertion. 


Contract Rate: body 
lines, 13 pica columns, $1.60 per 


Six-point 


line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 





FOR SALE 


CLINICAL COLOR CAMERA: Coreco 
Model #300 uses Bantam Film Size 828 
Kodachrome. Complete with 17 different 
applicators, etc. Original cost over $800.00, 
sacrifice for $250.00. Microfilming Corpo- 
ration of America, 2 Llewellyn Avenue, 
Hawthorne, New Jersey. 








OBSERVE WITHOUT DISTURBING: Se- 
cretly—through transparent mirrors! Free 
information: One-Way Mirror; HA-1160; 
Box 625: Mt. Vernon, New York. 





POSITIONS OPEN 





MILWAUKEE, WISCONSIN—MEDICAL 
DIRECTOR (Psychiatry) $14,736 to $18,467 
per annum (initial salary may be at any 
point within this range). Residence and 
utilities furnished. To direct the medical 
and related activities and to be responsi- 
ble for the operation and management of 
the Milwaukee County Asylum located on 
the grounds of the Milwaukee County In- 
stitutions in Wauwatosa, a suburb of Mil- 
waukee. Graduation from an approved 
medical school plus completion of an in- 
ternship and additional training in psy- 
chiatry; possession of or eligibility for li- 
cense to practice medicine in State of 
Wisconsin. Eight years’ experience in a 
medical-administrative capacity including 
responsibility in a recognized mental hos- 
pital or hospital system devoted in part 
to the care and treatment of neuropsy- 
chiatric patients. Liberal benefits including 
sound annuity & pension; social security: 
paid holidays, vacation, sick allowance, 
hospital, Surgical and life insurance. For- 
= egg must be on file by 4 PM, 
ovember 22, 1960. MILWAUKEE COUN 
CIVIL SERVICE COMMISSION, Room 206, 
Courthouse, Milwaukee 3, Wis. , 





MEDICAL RECORD LIBRARIAN 
L: Chief of Department, statt of 2° ob 
bed general hospital. Integral part of de- 
veloping 236 acre Detroit Medical Center. 
Standard Nomenclature, terminal digit, 
I.B.M. Salary open, minimum experience 
three years. Liberal personnel policies. 
ata poene Aro a a Direc- 
» rper ospital, 25 Brush 
Detroit 1, Michigan. — 
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CLASSIFIED! 


DIRECTOR OF NURSES: 250 bed chronic 
institution, attractive location in suburban 
Philadelphia, excellent facilities. Complete 
responsibility for nursing service. Previous 
experience in nursing Administration es- 
sential, knowledge of Chronic diseases 
helpful, Degree desirable, but not neces- 
sary. Salary open, depending on qualifica- 
tions. Address HOSPITALS, Box K-17. 





ADA DIETITIAN: for 154 bed general 
hospital with school of nursing—located 
on Hudson River, 125 miles north of N.Y.C. 
and 30 miles south of Albany, N. Y. Teach- 
ing students required. Full maintenance 
available. Salary open. Apply Personnel 
office, Columbia Memorial Hospital, Hud- 
son, N. Y 





DIRECTOR OF NURSING SERVICE: Ex- 
cellent opportunity for qualified person. 
General hospital, fully accredited, 132 
beds. Affiliated with Alfred University 
School of Nursing. Salary open. Excellent 
personnel policies including group life and 
pension plan. Apply to Administrator, 
Corning Hospital, Corning, New York. 





THE MEDICAL BUREAU 


Burneice Larson, Chairman of the Board 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Adm. construc- 
tion exp. preferred for expansion 200 beds; 
Calif, hsp., mountain view; $12,000 up; (b) 
Adm. excell. opport. in growing org., man- 
age 160 bed hsp, near Mex. Border; (c) 
Manage well endowed geriatrics institu- 
tion, 60 beds; wealthy suburb, M.W. city; 
$8000; (d) Asst. Adm., 2000 bed hsp. univ. 
affil. leading E. metropolis, $9000; (e) Adm., 
also charge xray-lab; small hsp, Wis. re- 
sort land, $7200; (f) M.D. Adm. 250 bed 
hsp. near ocean, Calif., $15,000; (g) Asst. 
Adm. Med. Service, 400 bed Pacific hsp.; 
$15,000; Hi1l1-1. 


ADMINISTRATIVE PERSONNEL: (a) 
Food Service Mgr, 350 bed hsp.; high de- 
partmental status; institute program; top 
salary; (b) Credit-collec. mgr. small L.A. 
hsp.; $7200; (c) Engineer, complete plant 
operation, 100 beds; assist construction; 
$7-10,000; M.W. (d) Personnel Dir., estab. 
dept., renowned Pa. hsp; 650 employees; 
(e) Product Mgr. leading pharmaceutical 
org.; ability sales, liaison, devel. new drug; 
to $20,000; (f) Adm. Asst. 150 bed hsp., 
N.Y.; excell. opport. new graduate; $6000 
start; H11-2. 


ANESTHETISTS: (a) Free lance, sm. M.W. 
town; excell. financial opport; (b) Brand 
new hsp. near New Orleans, to $9000; (c) 
Staff, new 250 bed hsp. San Francisco area; 
dept. headed M.D., $6000 plus; (d) Join 
one handle service 9@ bed air condit. hsp. 
near Fla. ocean resorts; (e) Chief, 100 bed 
hsp. Va. resort, $9000; prefer male; H11-3. 


DIETITIANS: (a) well experienced for 
Food Service management co.; $7200 plus 
expense account for travel; (b) Chief, 300 
bed hsp., N.Y. $6000 up (c) Consult five 
health centers on nutrition; $5800; H11-4. 


DIRECTORS OF NURSING: (a) Dir. Schl. 
& Service; 350 bed hsp; 100 students; Tex. 
$10,000; (b) Dir. Nursing, Schl, Serv. 250 
beds, New Engiand, $10,000; (c) Asst. Dir. 
Service; 350 bed hsp. San Francisco area, 
$7200; (d) Dir. coordinate in-service, Fla. 
$6-7200; (e) Dir. Nurses, new 150 bed hsp., 
near New Orleans; $7500; (f) Male Dir. 
Nurses, ambitious, interested administra- 
tion 200 bed hsp; N.W. good salary; H11-5. 


MEDICAL RECORD LIBRARIANS: (a) 
Chief, 150 bed hsp. near Sun Valley; (b) 
Chief, large renowned hsp. in active re- 
search center; start $7000, commuting dis- 
tance NYC. (c) Chief, brand new 250 bed 
hsp. near L.A. $6000 up; H11-7. 





DOROTHEA BOWLBY ASSOCIATES 


8 South Michigan Avenue Chicago 3, Il) 
Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Durectors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Physical Therapists, Occupational Thera- 
ists ... Engineers, Plant Superintendents, 
harmacists, Medical Record Librarians, 
Anesthetists, Public Relations Directors, 
Housekeepers, Bacteriologists, Biochemists, 
Medical Technologists, X-Ray Technicians, 
Food Service Managers. All inquiries from 
applicants are kept strictly confidential. 





DIETITIAN: Special diets; menu planning 
and food purchasing in collaboration with 
the Chef; patient visits. 58 bed fully 
accredited general hospital. Long Island, 
N. Y. Excellent working conditions and 
personnel policies. Central Suffolk Hos- 
pital, Riverhead, N. Y. 





STAFF PHYSICAL THERAPIST. Willing 
to consider recent graduate. In and out- 
patient work. Well equipped department. 
Good starting salary. Write to the Assistant 
Administrator, Memorial Hospital, Casper, 
Wyoming. 





, OUR 63rd YEAR 
2. WOODWARD Ss: 
oa SD V.Wabash- Chicago, HL. 


RAndolph 6-5682 


ADMINISTRATORS: (a) Dir med educ; 
full chgr; new post; apprvd intern & res 
in 6 spec; 700-bd hsp; to $18,000; SW. (b) 
One familiar w/purchg; new 200-bd, well 
organ’d hsp; $10-$12,000; nr NYC. (c) Non- 
med; asst dir PH for hsp services; very 
Ige fully accred tchg facilities (4-units) 
$18-$20,000; more for outstandg man; W 
coast. 


ADMINISTRATIVE POSTS: (d) Compt; 
350-bd, gen, vol, full-accred hsp; about 
$9-$11,000; univ city, Central. (e) Dir of 
volunteer services, Dept head status; 300- 
bd, fully-accred gen hsp; 26 depts; sal 
open; nr NYC. 





MARY A. JOHNSON ASSOCIATES 
11 West 42nd Street, New York 36, N.Y. 


A SELECTIVE PLACEMENT BUREAU FOR 
MEDICAL AND HOSPITAL PERSONNEL 


We welcome inquiries for the many chal- 
lenging opportunities we have for Admin- 
istrators, Physicians, Nursing Executives, 
Medical Record Librarians, Dietitians, 
Laundry Managers, and all other Medical 
and Hospital Personnel who wish to relo- 
cate. All negotiations strictly confidential. 
No registration fee. 





Information about 
QUALIFIED NURSE PERSONNEL 
is available from the 


American Nurses’ Association 


PROFESSIONAL COUNSELING & 
PLACEMENT SERVICE 


10 Columbus Circle 
New York 19, N. Y. 


HOSPITALS, J.A.H.A. 





POSITIONS OPEN 


ANESTHETIST, NURSE for 33 bed hospi- 
tal, Lake Erie District, Ohio. Excellent 
working conditions. Salary open. Apply: 
E. L. Swanson, Administrator, Memorial 
Hospital of Geneva, Geneva, Ohio. 


DIRECTOR OF NURSES: 72 bed hospital 
under expansion in Chanute, Kansas. Ex- 
cellent physical plant. Good working con- 
ditions. Must have supervisory experience. 
Starting salary $5400-$6000 dependent upon 
qualifications. Please contact Administra- 
tor, Meosho Memorial Hospital. 

NURSE ANESTHETIST of accredited gen- 
eral Pediatric 27 bed hospital. State quali- 
fications. Apply to: Edwin Grafton, Admin- 
istrator, Shodair Crippled Children’s 
Hospital, Helena, Montana. 


POSITIONS WANTED 
OUR 63rd YEAR 


—WOODIAR DEES 
#153 \.Wabash-Chivago, I 


RAndolph 6-5682 


ADMINISTRATOR: MPH, Hosp admin, 
Yale; 7 yrs, Admin field, lge tchg hsps; 
excl record of achievement; seeks Admin, 
hsps 300 bds, up; any area; middle 30’s. 


ASSISTANT ADMINISTRATOR: 3 yrs, 




















Admin asst, 140-bd hsp; 9 yrs, Admin, 100- 
bd hsp; seeks asst adm, lge hsp; will con- 
sider any area; middle 40’s; NACHA. 


ANESTHESIOLOGIST: 36; MD, NY med 
coll; MSPH, Chappel Hill; univ trnd; 
passed part I, part II pending, Am Bad, 
Anes; FACA; assc FACCP; currently Asst 
Prof & accoc attndg anes, med schl & hsp; 
seeks Dirshp, Anes, lge hsp, outstanding 
specialist; immed available. 


PATHOLOGIST: 46; sevl yrs, Chief, path 
500-bd hsp; Dipl, clin, anatomy & neuro 
path; outstand’g spec seekg only challeng- 
ing oppor; and locality. 


RADIOLOGIST: 4 yrs, asst rad, lge hsp; 
seeks chiefshp, to 250-bds; Dipl, diag elig, 
therapy; prefers Texas coastal; making 
trip, that area soon; consider other loc; 
early 40's. 





THE MEDICAL BUREAU 


Burneice Larson, Chairman of the Board 
900 North Michigan Ave. 
Chicago 11, Illinois 


(a) Adm., F.A.C.H.A., M.H.A. North- 
western U., 10 years progressive exp. 350 
bed hsp. 42 yrs. age; (b) Adm., F.A.C.H.A., 
M.B.A. U. of Chicago; 15 years exp. rec- 
ognized ability 125 bed hsp. (c) Adm., 
construction, reorganization exp. sm. and 
lg. operations; 15 yrs. exp. (d) Asst. Adm., 
military hsp. exp. 500 beds; (e) Asst. re- 
cent course grad. 4 yrs. exp. dept. head, 





200 bed hsp.; 30 yrs. old. (f) Controller; 
C.P.A., 300 bed hsp. also exp. leading 
auditing firm, 15 yrs. in hsp. field. 





ASSISTANT ADMINISTRATOR: 200-bed 
or larger general hospital. Bachelor Busi- 
ness Administration and Master Hospital 
Administration degrees. Completed special- 
ized courses, licensed, Member A.H.A. 
Heavy on practical experience including 
15 years in Administrative and Manage- 
ment positions such as Management Anal- 
ysis, Personnel Management, Procurement, 
and Finance. Experienced in Public Rela- 
tions and Public Speaking. Excellent Ref- 
erences. Will accept probationary appoint- 
ment. Address HOSPITALS, Box K-12. 





HOSPITAL PERSONNEL: Doctor of Phar- 
macy, Experienced, Refugee Cuban Lady, 
Bi-Lingual, without license to practice in 
USA. Available immediately. Address 
HOSPITALS, Box K-19. 





COMPTROLLER presently successfully em- 
ployed seeks new challenging position. Ex- 
perienced in establishing cost, credit, col- 
lection and budgetary programs, machine 
accounting systems. Prefer East Coast, 
South. 200 plus bed hospitals. Address HOS- 
PITALS, Box K-15. 





ASSISTANT ADMINISTRATOR: B5S., 
MHA, 2 yrs. Adm. Ass’t in 370 Bed Hosp. 
Nominee ACHA, Member AHA. Ref. avail- 
able on request. Address HOSPITALS, Box 
K-18. 





RADIOLOGIST, 27, will invest, lease X-ray 
department, establish Radiological Research 
Laboratory; available July, 1961. Address 
HOSPITALS, Box K-16. 
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(Date of Publication) 


___Positions Open 
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HOSPITALS, Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, Illinois 
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Effective but low-cost Communications 


Classified advertising is the lowest-cost method of advertising. It can serve your hospital effectively when you are 
recruiting employees or when you have used equipment to sell. ; 
The classified advertising rate is 35 cents per word with a minimum of $5.00 per insertion. Deadline: 30 days 
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CONTROL 
YOUR 
FOOD 
COSTS... 


ROUND CASSEROLE 


Hall Casseroles make portion contro] automatic. The 
capacity of the dish assures uniform servings of the 
desired size—no need to depend upon the server's 
skill. Hall ware also provides an opportunity to pre- 
pare economical recipes which appeal to patients. 


Write for Bulletin SM-1. 


THE HALL CHINA COMPANY « EAST LIVERPOOL, OHIO 


The World’s Largest Manufacturer of Fireproof Cooking China 


NERVE 


UNIFORM 


PORTIONS 
Mn 


// WA / / 
/ 


VAoceag- 
FIREPROor CHI, 


AVAMABLE IN 26 peg 


UTIFU COLORS 


OVAL FISH CASSEROLE 


hi 


NEW YORK CASSEROLE 


OVAL CASSEROLE—HANDLED 


INDIVIDUAL STEW POT—HANDLED 

















Get the full story 
for your hospital NOW. 
Write for Brochure SC-303. 


_ as 


University Microfilms 
313 North First Street 
Ann Arbaer, Mich. 








BA 


the all new 


AMSCO 
VACAMATIC 


This Amsco-researched, new concept in Supply 
Sterilizers incorporates pre- and post-exposure 
vacuums to utilize a sterilizing temperature 
of 275° F. This instantly-microbicidal moist 
heat permits ultra-short exposure periods 
which vastly increase production and result 
in less deterioration of fabric and rubber 
items than is experienced with conventional 
procedures. Because of its advanced fea- 
tures of automation, speed and safety, 
the work output of a single Vacamatic 
exceeds that of THREE ordinary Supply 
Sterilizers. 








A M E R I a A N A wor!d of experience 


to serve 


STE R I LI Z 2 R Hospitals everywhere 


ERTE*PENNSYLVANIA 


























